THE JOURNAL 


of the American Medieal Association 


Published Under the Auspices of the Board of Trustees 


VOL. 148, NO. I1 


CHICAGO, ILLINOIS 


CopyrRiGHT, 1952, By AMERICAN MEDICAL ASSOCIATION 


MARCH 15, 1952 


MANAGEMENT OF ACUTE DISORDERS OF THE BILIARY TRACT 


William D. Holden, M.D., Frank A. Cebul, M.D. 


Charles W. Loughry, M.D., Cleveland 


Two years ago, Ogilvie,’ in an address to the Western 
Surgical Association, stated that he had never seen a 
case of acute cholecystitis in which the gallbladder burst, 
nor had he heard of one in the wards of the hospital in 
which he had worked for 40 years. This is a rather strik- 
ing statement from a surgeon with his experience, and it 
was used as part of his criticism of early cholecystectomy 
for acute cholecystitis. 

There is no doubt that there has been a tremendous 
interest in this subject among the members of the medi- 
cal profession in this country during the last 20 years. 
A good number of surgeons have advocated early opera- 
tion in acute cholecystitis and have presented statistical 
data to corroborate and implement their proposal. This 
has provoked but a small amount of criticism. It be- 
comes important to determine, now that several years 
have elapsed since early cholecystectomy for acute 
cholecystitis was instituted, whether or not it is to the 
patient’s best interest. The thesis that all acute conditions 
should be subjected to early operation, as acute appendi- 
citis is managed, or that there are factors characteristic 
of each patient which permit a selected disposition of the 
problem, should be scrutinized with care. It is often diffi- 
cult to obtain valid answers to such a question, especially 
when the mortality for the surgical treatment has at- 
tained such low levels. Other factors, such as hospital 
morbidity, recurrent operations, and complications, 
must be utilized in evaluation of the desirability and 
propriety of adhering to the proposal. 

It also becomes necessary to understand, in so far as 
we are able, what is meant by the term “acute cholecyst- 
itis.” It is a term used loosely by clinicians and patholo- 
gists as well. 

It also becomes of importance to determine whether 
the proposal that early cholecystectomy for acute chole- 
cystitis is as desirable in all the hospitals of the country 
as it may be in the large medical centers. What may be 


of great value to one segment of the medical profession 
may not necessarily be of equal worth to another seg- 
ment, because of different circumstances. 

The following discussion may or may not be of assist- 
ance in clarifying the problem of caring for the patient 
with acute inflammation of the gallbladder. Many of the 
statements are at variance with generally accepted ones 
and may provoke discussion that will further elucidate 
this controversial problem. 

One of the first to advance the hypothesis that early 
operation should be performed was Miller * (1930). He 
stated, “In the presence of definite subsidence of symp- 
toms and signs of which the surgeon is sure, and with 
the patient’s condition good, operation may be safely 
put off. If, on the other hand, there is a persistence of 
temperature, tenderness, and spasm, and particularly 
and most important, if there is severe pain not easily 
controlled, surgical intervention should be undertaken 
without delay.” This proposal appears reasonable, but 
the success cf carrying it out depends on careful and 
frequent observation of the patient’s course over a period 
of at least eight hours. Generally speaking, this is pos- 
sible in almost any community in the country. Certainly 
a patient for whom a diagnosis of acute appenditicis is 
being entertained, but cannot definitely be made, is 
observed frequently enough to permit operation if the 
diagnosis of acute appendicitis becomes apparent. 
There is little reason why the patient with acute inflam- 
mation of the gallbladder should not be observed as 
carefully. Some patients will require early operation, 
and these can be differentiated from those who can be 
subjected to subsequent elective cholecystectomy. Per- 
haps it is rash to make such a statement, for many sur- 
geons have clearly stated their inability to do so. After 
Miller had advocated a more vigorous attitude toward 
the management of acute cholecystitis, a good many 
surgeons * during the early thirties presented the hypoth- 
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esis that all acutely inflamed gallbladders should be 
removed as soon as the patient could be adequately 
prepared for the operation. The basis for the proposal 
was that, first, it was impossible to comprehend the 
pathologic process by observation of the clinical mani- 
festations; second, perforation of the gallbladder could 
be avoided; and, third, the acutely inflamed gallbladder 
could be removed with little additional mortality than 
was associated with elective cholecystectomy for chole- 
lithiasis. 

Before considering the arguments that favor early 
cholecystectomy, it would be advisable to know what is 
meant by the term “acute cholecystitis.” Is it a bacteriai 
infection, a chemical irritation, or inflammation result- 
ing from changes in the venous and lymphatic circula- 
tion of the gallbladder? There undoubtedly is more than 
one factor involved in different cases and at different 


Fig. 1.—Wall of gallbladder. There is demonstrable distension of venous 
and lymphatic spaces and a considerable amount of edema. There are few 
inflammatory leukocytes, and the mucosa is within normal limits. The 
appearance suggests a vascular rather than a _ bacterial or chemical 
etiology. 


times in the same patient. For a good many years, acute 
cholecystitis was thought to be a bacterial infection and 
various pathogenic organisms were cultured from either 
the contents or the wall of the gallbladder. Cultures 
were positive from the lumen only occasionally, except 
in frank empyema, and it was claimed that they were in 
the wall of the organ even when they could not be dem- 
onstrated in the lumen. In most of these cases, signs of 
an inflammatory lesion in the gallbladder had been pres- 
ent for several days or weeks prior to operation or death. 
These organisms may reach the gallbladder by several 
different routes, and there is no agreement as to which 
one is the most frequent or important. They may reach 
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the gallbladder through the blood stream, through the 
lymphatics from the duodenum or liver, and through the 
cystic duct. One of the major difficulties in accepting any 
theory concerning the role or importance of bacteria in 
the etiology of acute cholecystitis is the observation that 
the same organisms are found with about the same fre- 
quency in chronic cholecystitis. More frequently than 
not, no organisms can be cultured from any part of the 
gallbladder. 

Acute inflammation of the gallbladder is practically 
always associated with obstruction to the flow of bile 
into the cystic duct by an impacted calculus. Concen- 
tration of the bile occurs under these circumstances, and 
a chemical inflammation of the mucosa and submucosa 
results. This situation does not invariably hold, because 
occasionally the acutely inflamed gallbladder can be 
readily emptied at the time of operation. 

A stone impacted in the ampulla of the gallbladder 
may seriously compromise lymphatic and venous drain- 
age without invariably interfering with the egress of bile 
through the cystic duct. In 1927, Denton * observed that 
acute inflammatory changes in the wall of the gallblad- 
der were always associated with the presence of calculi 
and that the early changes consisted of edema of the 
submucous and serous layers and venous distention 
demonstrable chiefly in the same layers (Fig. 1). More 
serious interference with the lymphatic and venous 
drainage produced ecchymotic areas in the wall of the 
gallbladder and eventually actual necrosis (Fig. 2). The 
fact that attacks of acute gallbladder pain almost always 
start suddenly, combined with Denton’s observations, 
suggests that the sudden impaction of a stone in the 
ampulla or cystic duct is the primary pathogenic factor 
involved in acute inflammation of the gallbladder. If the 
egress of bile from the gallbladder is prevented, chemical 
inflammation and necrosis of the mucosa may be added, 
and, if obstruction persists long enough, pyogenic infec- 
tion may be superimposed on already existing pathologic 
tissues. 

Of what value is some knowledge of the vascular 
changes occurring in the gallbladder? Is not the observa- 
tion of progressive necrosis of the wall of the gallbladder 
an argument in favor of early operation? 

Knowledge of the vascular changes is of the greatest 
value in understanding the clinical manifestations. If it is 
borne in mind that acute inflammation of the gallbladder 
can progress with great rapidity because of the vascular 
component in the pathogenesis, it behooves the clinician 
to observe his patient frequently and carefully. Since up 
to a certain point the process is reversible if the calculus 
is dislodged from the site where it is producing its ob- 
structing effect, the clinician can rely on the subsidence 
of colicky pain as an indication of imminent recovery. 
If the colicky pain becomes more intense and ultimately 
becomes a constant aching pain, then he should be aware 
of impending serious trouble. 

The latter events in our experience rarely occur. Cow- 
ley and Harkins * in 1943 found in a review of the litera- 
ture that an average of 13% of the acute cases with 
perforation, or 2.8% of all cases, acute and chronic. 
These do not all represent free perforation into the 
peritoneal cavity. Among their own cases, numbering 
2,750, there were 25 perforations, of which 6 were free, 
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16 local, and 3 into an abdominal viscus. Only one of the 
patients with a free perforation died. 

During a 10-year period (1940-1950), 1,523 chole- 
cystectomies were performed at the University Hospitals 
of Cleveland. There were 20 perforations, of which 17 
were local in character and three were free into the 
peritoneal cavity. By local perforation is meant the for- 
mation of a pericholecystic abscess or collection of bile. 
This represents an incidence of 1.3%. The three free 
perforations were encountered in acute cases, and in two 
of the three, so far as can be told, perforation had oc- 
curred before admission of the patient to the hospital. 
One of these patients died. Of the 17 localized perfora- 
tions, 6 were found in acute cases and 11 in chronic. 
The total of 9 perforations in 315 acutely inflamed gall- 
bladders represents an incidence of 2.8%. 

There is little doubt that our conservatism in oper- 
ating on a patient with acute inflammation of the gall- 
bladder is due in large part to the low incidence of 
perforation that exists in our cases as well as the fact 
that only one patient in 1,523 died as a result of perfora- 
tion. 

Low mortality rates, ranging from 1.5% to 5.3%, 
for removal of the acutely inflamed gallbladder have 
been reported from several large institutions, and as 


Mortality Among 1,523 Patients Subjected to Cholecystectomy 


No. % 


Buxton, Ray, and Coller" pointed out recently it is 
questionable whether the low mortality rate can be 
ascribed to the operation or to better preoperative and 
postoperative care. An added factor is the increased 
amount of attention given these acutely ill patients dur- 
ing the past few years. In a large hospital with an ade- 
quate and alert resident staff, the patient is seen fre- 
quently, the operation is performed with an adequate 
operating room personnel, and considerable care is used 
in the prophylaxis of postoperative complications. The 
acutely inflamed gallbladder can be excised with a low 
mortality under these circumstances, but such do not 
universally exist. 

In the series under discussion, 1,523 patients were 
subjected to cholecystectomy: 343 gallbladders were re- 
moved by the resident staff and 1,180 by the visiting 
staff; 315 of the gallbladders were acutely inflamed ac- 
cording to the histologic examination, and 1,208 were 
chronically inflamed. 

The accompanying table shows the mortality for this 
group of patients. These mortality rates appear to be 
quite reasonable, and to a certain extent, which is diffi- 
cuit to estimate with any degree of accuracy, they are 
due to a process of individualizing the treatment of pa- 
tients with biliary tract disease. Since 1945, four of the 
17 deaths have occurred, which is a mortality rate of 
0.5%. Three of the four occurred after removal of 
acutely inflamed gallbladders. One resulted from a 
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residual stone left in the common duct, and two were due 
to a severe gastric dilatation and ileus that failed to 
respond to all measures. The remaining patient died 
from a massive pulmonary embolus following an elective 
cholecystectomy for cholelithiasis and chronic chole- 
cystitis. 

There has been considerable doubt concerning the op- 
timum time for excision of the acutely inflamed gall- 
bladder. A good many surgeons‘ have expressed the 
view that the most dangerous period was from the 4th 
to the 10th or 12th day following the onset of an acute 
attack. This period was delineated because of an appar- 
ent higher mortality rate associated with the operation 
and also because the technical difficulties encountered 
at the operating table appeared to be greatest during this 
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Fig. 2.—Wall of gallbladder. A moderate number of polymorphonuclear 
leukocytes and early infarction are present. Distended venous and lym- 
phatic channels are seen. 


time. On the other hand, others have advocated opera- 
tion as soon as the patient is adequately hydrated and 
prepared, irrespective of the time elapsed from the onset 
of the attack. The patients with acute inflammation of 
the galibladder in this series have been subjected to vari- 
ous therapeutic policies. Some have been operated on a 
few hours after admission, and others have been ob- 
served for several days. Of the eight patients who died 
after operation for acute cholecystitis, five were operated 
on within 72 hours of the onset of their illness. 

An average of 4.3 days elapsed from the onset of an 
acute attack to the day of admission to the hospital, and 
an additional 5.7 days elapsed before operation, a total 
of 10 days. This theoretically is the worst possible time 
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to subject the patient to operation; yet our mortality 
figures compare favorably with those of the groups that 
advocate operation within 48 hours of the onset of an 
attack, as soon as preparation is completed. Furthermore, 
it is difficult from this study to propose routine early 
operation to prevent the dreaded complication of perfor- 
ation, both because most of the 20 perforations had oc- 
curred prior to admission and because only one of the 20 
patients died as a result of the perforation itself. It is 
often stated that, if the diagnosis of acute cholecystitis 
can be made within the first 72 hours after the onset of 
an attack, cholecystectomy can be performed with tech- 
nical facility. This is undoubtedly true in many instances 
principally because an edematous gallbladder can be 
freed from the liver with ease. When edema has occurred 
around the neck of the gallbladder—and it not uncom- 
monly does—the difficulties in dissecting free the cystic 
duct and artery increase the hazards of the procedure by 
significant amounts. The apparent increasing number of 
postoperative strictures of the common duct may very 
well be due in part to the overly enthusiastic efforts of 
surgeons attempting to remove acutely inflamed gall- 
bladders from edematous and hyperemic tissues. All sur- 
geons who are to remove acute gallbladders do not per- 
form biliary surgery day in and day out. It does seem 
reasonable that an operation performed when the tissues 
about the neck of the gallbladder are acutely inflamed 
will present more opportunities for damage to the hepatic 
or common ducts. Fortunately, no injuries occurred to 
the extrahepatic biliary ducts in these 315 patients. One 
of the principal reasons, however, is the fact that with 
only a few exceptions the operations were all performed 
by or under the supervision of six attending surgeons. 
It is felt very strongly that, if the patient presents in- 
creasingly obvious manifestations of peritoneal irritation, 
progressive enlargement, and tenderness of the gallblad- 
der, increasing leukocytosis, a failure of the colicky pain 
to subside, or a failure of the fever and pulse rate to 
diminish after a period of adequate observation and hy- 
dration, then operation should be performed as soon as 
possible. If, on the other hand, none of these indications 
for operation exist, then it is to the patient’s interest to 
have a more thorough investigation prior to operation. 
It has been noted previously that only two of the 17 
deaths in this series of patients occurred under the age 
of 50 and all of the patients who died after removal of 
an acutely inflamed gallbladder were over the age of 50. 
Many of these patients undoubtedly would have died, 
but, if a longer period of time had been utilized to inves- 
tigate the cardiorespiratory and renal systems, some of 
the deaths might have been avoided. 

It has been stated at various times that the diagnosis 
of acute cholecystitis is relatively easy to make. Excep- 
tion can readily be taken to this statement unless the 
writer specifies whether his diagnostic criteria are clinical 
or histologic. Gallbladder colic in itself is not necessarily 
associated with acute inflammation of the wall of the 
gallbladder. It is true that, if it persists long enough, in- 
flammatory changes will often develop, principally as a 
result of impaired lymphatic and venous blood flow. If 
the physician or surgeon makes a diagnosis of acute 
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cholecystitis in every patient he sees with colicky right 
upper quadrant pain, he is misleading himself. In this 
series of patients a diagnosis of acute cholecystitis was 
made in 187 instances. The pathologist, however, cor- 
roborated the diagnosis only 125 times. In the remainder, 
or 62 times, no acute inflammation was encountered, al- 
though calculi were found in all the gallbladders. This 
does not speak very well for the surgeon’s diagnostic 
ability, but, if it is recalled and emphasized that gall- 
bladder colic per se does not necessarily mean that acute 
inflammation is present, the difference in clinical and his- 
tologic diagnosis becomes apparent. On the other hand, 
in this series of patients an acutely inflamed gallbladder 
was encountered 190 times when the preoperative diag- 
nosis listed on the anesthetic record stated chronic chole- 
cystitis and cholelithiasis. This discrepancy is also read- 
ily explained after a more thorough study of the record. 
With the exception of 12 patients for whom a preopera- 
tive diagnosis either of acute appendicitis or perforated 
peptic ulcer was made, these patients had, within the 
three-week period before admission, an attack of acute 
pain in the right upper abdominal quadrant or epigas- 
trium, and in many, symptoms and signs of inflammation 
had persisted up to the time of operation. The surgeon 
would have been justified in anticipating an acutely in- 
flamed gallbladder in most of these patients. 

It has been claimed that the complications following 
a cholecystectomy for acute inflammation of the gall- 
bladder are no more frequent or serious than those fol- 
lowing elective cholecystectomy for chronic cholecystitis 
and cholelithiasis. This may very well be true if the pa- 
tient is seen and operated on within 48 hours of the onset 
of his disease. The average length of time elapsing prior 
to admission is 4.3 days. The incidence of serious com- 
plications in this group of patients is 14.9%, whereas 
in the group subjected to elective cholecystectomy for 
chronic cholecystitis it is 6.8%. Among serious compli- 
cations are included a residual common duct stone, 
wound disruption, postoperative intra-abdominal hemor- 
rhage, temporary biliary fistula, acute gastric dilatation — 
or severe ileus, deep venous thrombosis, pulmonary 
embolism, pneumonia, postoperative intra-abdominal 
abscess, coronary thrombosis, and peritonitis. Such post- 
operative disturbances as mild atelectasis, superficial 
wound infection, and temporary urinary retention are 
not included. Sixty-six per cent of all the complications 
occurred prior to 1946 and 34% since that time. The 
reduction in postoperative complications, however, has 
been due principally to a marked decrease in those fol- 
lowing elective cholecystectomy for chronic cholecystitis, 
because the complication rate following cholecystectomy 
for acute inflammation is essentially the same for the two 
five-year periods. Acute gastric dilatation or severe ileus 
occurred in 5.7% of the acute cases and in only 1.0% 
of the chronic. This was the most striking difference in 
the occurrence of any complication in the two groups. 
It appears that a better knowledge of how to replace 
fluid and maintain electrolyte balance and of the use of 
antibiotics has not materially reduced the incidence or 
severity of the complications following operation for 
acute cholecystitis in this series. It may be argued that, 
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if the operation had been performed earlier, the occur- 
rence of many of these complications might have been 
avoided. This cannot be denied on the basis of any clear- 
cut data; yet the tendency to operate on the acutely ill 
patient as early as is consistent with adequate prepara- 
tion has been far more prevalent during the past five 
years than previously. In spite of this, the complications 
remain about the same. 

The occurrence of acute gastric dilatation following 
cholecystectomy for acute cholecystitis is of great inter- 
est to us. It is generally recognized that this may follow 
any type of abdominal surgery but is more frequently 
anticipated after surgery of the biliary tract or splenec- 
tomy. When it occurred, there was no reason to believe 
that it was the result of peritonitis. In two patients who 
died as a result of this complication, no peritonitis was 
encountered when postmortem examinations were per- 
formed. This complication was seen but rarely on the 
staff service, where intragastric suction was maintained 
for at least 48 hours following the operation. Acute gas- 
tric dilatation or severe ileus occurred not infrequently 
when the patient persisted in removing an indwelling 
nasogastric tube or the attending surgeon was too will- 
ing to abide by his patient’s objections to the tube. 

Common duct exploration in the presence of acute 
inflammation presents a rather difficult problem to us. 
The common duct was opened in 57 of the 315 patients 
who had acute cholecystitis, an incidence of 18%. Stones 
were encountered and removed in 22 patients, an inci- 
dence of 38.6%. This admittedly is not a very satisfac- 
tory record. When one considers the additional technical 
difficulty involved, as well as the fact that complications 
become more frequent after the common duct has been 
explored, it is a matter of dismay, to say the least, to find 
calculi in no more than roughly 40% of the patients. 
Two explanations are available, however. In five in- 
stances, pancreatitis, either acute or chronic, was en- 
countered at the time of the laparotomy, and the common 
duct was opened principally to eliminate the possibility 
of a small stone being impacted at the ampulla of Vater. 
The other explanation concerns the difficulty encoun- 
tered in distinguishing a dilated common bile duct from 
an acutely inflamed one. In practically all instances, the 
decision to explore the common duct was made by a sur- 
geon with considerable experience in biliary tract sur- 
gery. Inexperience cannot be used to explain the failure 
to find more common duct calculi. There will always be a 
certain number of common duct explorations that are 
unrewarding, because whenever an indication for explor- 
ation exists, the surgeon is justified in opening the duct 
rather than risking the possibility of leaving a calculus 
that may require a second operation, with a large amount 
of added technical difficulty and risk to the patient. 

The problem of cholecystostomy is not being discussed 
here, principally because not enough data are available 
to draw any reasonable conclusions. There is, unfortun- 
ately, a conviction among many surgeons that they are 
technically inadequate at the operating table if they are 
forced to perform a cholecystostomy when they had 
planned to excise the gallbladder. This, of course, is not 
generally true, and every effort should be made to dis- 
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courage such an attitude. The occasion for electing to 
drain the acutely inflamed gallbladder and remove the 
stones certainly will not arise frequently; but, when the 
indications do exist, there should be no hesitation in 
simply draining the gallbladder, preferably with the use 
of a local anesthetic. In Glenn’s last report * on biliary 
surgery for acute inflammation of the gallbladder, 81 of 
697 patients, or 11.6%, were subjected to a cholecystos- 
tomy. The indications for drainage are two in number: 
(1) when the patient is debilitated and for any number 
of reasons cannot be expected to tolerate prolonged gen- 
eral anesthesia, high spinal anesthesia, or anything more 
than a minimal amount of surgical trauma and (2) when 
it is obvious by inspection of the neck of the gallbladder 
at the time of operation that any attempt to dissect away 
the edematous areolar tissue around the cystic duct may 
well endanger the continuity of the hepatic or common 
bile ducts. When the patient has had repeated attacks of 
gallbladder colic in the past and is subjected to explora- 
tion during an acute attack, this tissue around the cystic 
duct and artery is apt to be not only edematous but 
fibrous, and dissection in the presence of these pathologic 
tissues is particularly dangerous. There is no complica- 
tion of biliary surgery more unfortunate than a severed 
hepatic or common duct, and wisdom in every instance 
dictates that, if dissection of the cystic duct and artery 
is to be unusually difficult, it had better be postponed 
until the acute inflammation has subsided. This is not to 
be interpreted as a blanket endorsement for cholecystos- 
tomy, for, generally speaking, it is not a desirable opera- 
tion since it only temporarily solves the patient’s problem 
and in most instances leads to a second operation. When 
ihe above-mentioned indications are present, however, 
cholecystostomy is indeed preferable to cholecystectomy. 
When it is performed under these conditions, the mor- 
tality will be relatively high because of the severity of 
the patient’s biliary tract disease and the associated dis- 
turbances that initially led to the choice of a cholecys- 
tostomy. There is little doubt, however, that, if chole- 
cystectomies were routinely performed on these patients, 
the mortality rate would be prohibitive. 

Any consideration of operative intervention for acute 
cholecystitis must take into account the means whereby 
the diagnosis is made. If it is a clinical diagnosis, then 
the term acute cholecystitis should be used very cau- 
tiously if at all. Ninety-two per cent of the 1,208 patients 
in this series who had elective cholecystectomies had had 
at least one attack in the past that could be called by all 
the clinical criteria available “acute cholecystitis.” Al- 
though it is impossible to say with any degree of cer- 
tainty, it is doubtful that most of such attacks were more 
than gallbladder colic associated with mild vascular in- 
flammatory changes in the wall of the gallbladder. Some 
were certainly of a more serious character, but in only 
11 instances was a local perforation ultimately found 
when laparotomy was performed. This argues in favor 
of modifying the hypothesis that all patients with acute 
cholecystitis, as diagnosed clinically, be subjected to 
laparotomy. 
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It has been pointed out by surgeons for a good many 
years that many of the serious problems associated with 
acute inflammation of the biliary tract would become 
evanescent if more patients in whom gallstones were 
demonstrated were advised to undergo a cholecystec- 
tomy. The objection to this proposal has always been the 
fact that many patients at postmortem examination are 
found to have biliary calculi that have been asymptom- 
atic during life. There is no doubt that some persons will 
for years have no serious symptoms that can be ascribed 
to gallbladder calculi, but, for those in whom symptoms 
develop, the danger of serious complications is great. 
In this series, the mortality rate for patients undergoing 
cholecystectomy under the age of 50 was 0.25%. The 
risk, disability, and discomfort associated with an elec- 
tive cholecystectomy are of little consequence compared 
with the gravity of acute inflammation of the gallbladder, 
perforation, common duct calculi, obstructive jaundice, 
and the difficulties that arise at the operating table when 
visceral relationships are altered by severe inflammatory 
changes. 

SUMMARY 

The data presented here indicate that, contrary to the 
opinion of many, the diagnosis of acute cholecystitis is 
not readily made if one establishes histologic rather 
than clinicai criteria for the diagnosis. Acute gallbladder 
colic is often mistakenly referred to as acute cholecystitis. 
Any study that concerns itself with acute cholecystitis 
should unequivocally establish either clinical or patho- 
logic criteria, preferably the latter, if the reader is not 
to be confused and misled. 

It has been stressed by many authors that acute in- 
flammation of the gallbladder should be treated as acute 
appendicitis is commonly treated; namely, if the patient 
is seen within the first 72 hours after the onset of an at- 
tack, surgery should be resorted to; but if he is seen after 
this period, it should be postponed. Others have presented 
the thesis that all acutely inflamed gallbladders should 
be excised irrespective of the time interval following in- 
ception of the attack. Our experience in operating on 
these patients within the first 72 hours has been so small 
that it is impossible to advocate or criticize such surgery. 
The average length of time before these patients are ad- 
mitted to this hospital is 4.3 days. The data and mortality 
figures presented here, when compared with those of the 
groups that routinely perform early cholecystectomy, 
are favorable and, if anything, indicate that, if the proper 
indications exist for performing either a cholecystectomy 
or cholecystostomy, the time intervening from the onset 
of the attack to the time when the operation is performed 
is of littke consequence; also, any thesis that delineates 
a critical period during which surgery may or may not 
be carried out is not to the patient’s best interest. 

We cannot justifiably advocate the routine removal 
of all acutely inflamed gallbladders provided there is no 
contraindication. On the other hand, an acutely inflamed 
gallbladder should promptly be either drained or re- 
moved when the proper indications are present and no 
contraindication exists. These indications are increasing 

signs of peritoneal irritation, progressive enlargement 
and tenderness of the gallbladder, failure of colicky pain 
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to subside, increasing leukocystosis, and failure of fever 
and pulse rate to diminish. The length of time during 
which a patient may be observed before operation is 
decided on cannot be sharply defined. Some patients will 
require surgery a few hours after admission; in others 
the indications for operation may be apparent only after 
several days of observation. In most of the patients the 
clinical manifestations will subside. These patients can- 
not be observed by the physician or surgeon once a day 
without serious difficulties arising and complicating the 
management of the patient. They should be seen at least 
every four hours, if not more frequently, until the symp- 
toms and signs begin to subside or the decision to operate 
is made. 

Emergency cholecystectomy is a procedure of much 
greater magnitude than emergency appendectomy, and, 
if the operation can be postponed and performed as an 
elective one, the risk of injuring the extrahepatic ductal 
system will be less and the number and frequency of 
the complications will be smaller. It has been suggested 
that the frequency with which the common and hepatic 
bile ducts are injured during a cholecystectomy is in- 
creasing in this country, and the implication is that many 
of these injuries occur during attempted or completed 
cholecystectomies for acute inflammatory lesions. There 
is no proof available, to our knowledge, that this is so, 
and in this study no evidence is available to support such 
an impression. It does stand to reason, however, that the 
opportunities for injuring the ducts are greater when 
acute inflammation is present. 

The most pertinent conclusion arrived at from this 
study is that, if more patients with demonstrable biliary 
calculi were advised to have an elective cholecystectomy, 
there would be little reason for discussing the ephemeral 
phase “acute cholecystitis.” 


Jaundice After Plasma Transfusion.—The incidence of homolo- 
gous serum jaundice after transfusions with pooled plasma is 
sufficiently high (S-15%) that many have abandoned its use save 
for the emergency treatment of shock. . . . In terms of the 
carrier rate in subjects presenting themselves as blood donors, 
it is arithmetically probable that most plasma pools containing 
150 donors are contaminated. It is also probable that 15 to 20% 
of plasma pools containing 20 to 25 donors each will contain the 
virus. Hence, small pools of plasma are recommended. The 
preparation of small pools is a laborious and expensive pro- 
cedure, necessitated by the frequent sterilization and re-use of 
equipment. Small pools are also undesirable because such small 
volumes fail to dilute adequately any abnormally high iso- 
agglutinin titer that may occur in a particular donor. Thus, it is 
clearly evident that some method must be found whereby blood 
or plasma may be rendered nonicterogenic without disturbing 
those qualities in plasma essential in the treatment of shock and 
malnutrition. . . . The characteristics of virus survival suggest 
that the serious problem of homologous serum jaundice can be 
solved in a simple and effective manner that takes into account 
those principles which govern the viability of viruses and which, 
at the same time, preserve the stability of the proteins of plasma. 
Stated more simply, it appears that liquid plasma will withstand 
room-temperature storage better than will viruses. The thermo- 
lability feature of viruses stored in liquid, cell-free state merits 
clinical and laboratory investigation, for if such storing is suc- 
cessful in eradicating the virus of homologous serum jaundice, 
plasma could be used as a safe and inexpensive therapeutic agent. 
—From an Editorial by J. Garrott Alien, M.D., in A. M. A. 
Archives of Surgery, January, 1952. 
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ROENTGENOLOGIC CONTROL OF NERVE BLOCKS 


USE OF IODOPYRACET INJECTION (DIODRAST®*) 


F. A. Duncan Alexander, M.D. 


and 


B. K. Lovell, M.D., McKinney, Texas 


The frustrations attendant on lumbar puncture and 
even venipuncture attest to the blindness of all proce- 
dures involving use of needles. This inherent inaccuracy 
must obviously be greater when needles are directed 
toward targets that lie relatively deep in body tissues. It 
is rational, therefore, to expect that needles so directed 
may occasionally, even in expert hands, be wide of the 
mark; roentgenologic examination of needle-point posi- 
tion has proven this to be the case. 

Clinical regional anesthesia permits the use of rela- 
tively large volumes of anesthetic solutions supplemented 
by narcotics or other depressant drugs. In nerve blocks 
for pain, particularly diagnostic blocks, such adjuvants 
are usually prohibited and the criteria of success are en- 
tirely different. To some extent, pinpoint accuracy is 
much more necessary. Moreover, in all blocks for pain 
the physician is dealing with inscrutable psychological 
phenomena in which the modifying factors are not only 
limitless but immeasurable. In doing such blocks, there- 
fore, it is necessary to utilize all possible adjuvants that 
will establish objectively the accuracy of the procedure. 

Since October, 1946, 1,680 patients with pain prob- 
lems have been treated by one or more nerve blocks in 
this hospital by members of the anesthesiology depart- 
ment. Beginning in November, 1946, the accuracy of the 
needle position in 1,124 of these patients was identified 
roentgenologically. The value of this method has been 
confirmed in other clinics.’ It was thought initially that 
fluoroscopic identification of needle-point position might 
be satisfactory, but this method was abandoned because 
it was found to be impractical. The use of stereoscopic 
films in such procedures as paravertebral thoracic so- 
matic blocks in cases of neoplasm involving thoracic and 
contiguous soft tissues has been especially valuable. 

It soon became evident, however, that determination 
of needle-point position alone was not sufficient, and, 
in July, 1947, an attempt was made to utilize contrast 
media in gathering information relevant to the accuracy 
of the blocks. A 35% aqueous solution of iodopyracet 
(diodrast®) was selected as the most satisfactory of con- 
trast media because its physical characteristics were rea- 
sonably similar to those of the anesthetic solutions ordi- 
narily employed for diagnostic procedures and to those 
of alcohol or phenol subsequently used for definitive 
therapeutic blocks. It was discovered that by such means 
the area of distribution of the injected solutions might 
be visualized. Since 1947, a total of 710 patients have 
received iodopyracet injection as a part of the identifica- 
tion procedure during nerve block therapy. 

In the initial 200 cases, preliminary screening tests 
were carried out for sensitivity to iodopyracet. In no 
case was it deemed necessary to modify the intended 
procedure. Although there is a recognized hazard in the 
use of this contrast agent for intravascular visualization 
studies, Pendergrass and associates reported only one 


fatality in 40,000 cases even in such circumstances. In 
the series of cases reported here there have been no in- 
stances of untoward reaction attributable to the drug. 
For these reasons preliminary screening has been aban- 
doned as unnecessary and impractical except in patients 
with histories of other drug sensitivity or allergic diath- 
eses. 
lodopyracet injection has been used to visualize the 
distribution of the injected so'utions in blocks of the 
various cranial nerves; blocks of the cervical plexus, the 
brachial plexus, the cervicothoracic sympathetic chain, 
and the stellate ganglions; splanchnic and lumbar sympa- 


Fig. 1.—Needle position and iodopyracet shadow im a typical supra- 
scapular merve block. A. needle imcorrectly placed with pom im supra- 
spimatous fossa. If mijection is made im this position. only a few branches 
of the suprascapular nerve will be amesthetized. B. needle correctly placed 
in the suprascapular motch. The poimt cam be seem 2 few millimeters 
anterior to the anterior surface of the scapula. C. the shadow of 4 cc. of 
iodopyracet injected through the needle im position im B. With this charac- 
teristic spread of solutiom. the merve is comsistently amesthetized 


thetic block; paravertebral thoracic and lumbar somatic 
blocks; caudal ep:dural blocks; and suprascapular and 
various other peripheral nerve blocks. It is of no value in 
cranial nerve blocks, though needle-point position iden- 
tification by roentgenograms ts established routinely in 
these procedures.” It is of little value in most peripheral 
nerve blocks. It is most valuable in blocks of the sympa- 
thetic ganglionated chain and the splanchnic nerves, in 
paravertebral thoracic and lumbar somatic blocks, and 
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in suprascapular nerve blocks (fig. 1). The iodopyracet 
injection shadow in figure 1 is typical for a suprascapular 
block correctly carried out; any other type of shadow 
indicates maldistribution and an inaccurate suprascapu- 
lar block. 

The needle position and iodopyracet injection shadow 
in a typical stellate ganglion block are shown in figure 2. 
It may be seen that, in fact, such a block is a cervico- 
thoracic sympathetic block in this case and that the in- 
jected solution is distributed inferiorly as low as the level 
of the fourth thoracic nerve. This distribution has been 
confirmed by dissection following injection of iodopyra- 


Fig. 2.—Needle position and iodopyracet shadow in a typical stellate o, 
cervicothoracic block. A, needle directed by the anterolateral approach to 
on ghe base of the transverse process of the seventh cervical verte- 
bra at the Junction with the body. The needle point rests on bone. B, the 
Shadow of 12 cc. of iodopyracet injected through the needle in position 
in A. Note that the solution is distributed superiorly to the level of the 
fourth cervical nerve along the sympathetic chain, envelops the stellate 
ganglion, and is distributed inferiorly as low as the fourth thoracic nerve. 
The solution is superior and medial to the dome of the pleura and is 
actually posterior and medial to the carotid sheath. 


cet injection and blue liquid latex. The discovery that 
any stellate ganglion block properly executed by any 
technique inevitably became a cervicothoracic block if 
more than 12 cc. of solution were injected was a direct 
result of the use of iodopyracet injection visualization of 
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solutions in this procedure.® This discovery was a major 
contribution to knowledge of the technique of cervico- 
thoracic sympathetic block. 

In a typical nerve block, such as a splanchnic block 
for the pain of pancreatitis, the procedure for roentgeno- 
logic control is as follows: 

The patient is brought to the x-ray theater without premedi- 
cation, and the needles are placed in position with the patient 
on the x-ray table. Control films are made with or without 
stereoscopic exposure to determine needle positions. If the needle 
positions appear to be inaccurate, the needles are placed again 
and new roentgenograms are made. When their accuracy is 
established, the indicated amount of a local anesthetic agent is 
injected. After 10 to 15 minutes, the patient’s pain relief is 
assessed. If it is satisfactory, an equal volume of iodopyracet 
is injected and additional films made. After these films are ex- 
amined, it is possible to determine whether the dye is distributed 
in the splanchnic area. If such is the case, the appropriate amount 
of 6% phenol solution or absolute alcohol is injected as a 
definitive therapeutic procedure. This last injection is not made 
until at least 15 minutes after the injection of iodopyracet. 

SUMMARY AND CONCLUSIONS 

The inherent inaccuracy of nerve-blocking procedures 
may be significantly reduced by using roentgenologic 
control. In 1,124 cases in which a wide variety of nerve 
blocks were performed for relief of pain, roentgenograms 
of needle-point position were of value. In 710 cases, the 
injection of 35% aqueous solution of iodopyracet (dio- 
drast*) in appropriate amounts was of great value in 
demonstrating the distribution of the solutions injected 
for the interruption of pain pathways. lodopyracet injec- 
tion appears to be compatible with all the commonly used 
regional anesthetic solutions and with phenol and alco- 
hol. It is suggested that before phenol, alcohol, or other 
such agents are injected into the vicinity of all but cranial 
nerves, a similar amount of iodopyracet should be in- 
jected for roentgenologic determination of the distribu- 
tion of the solution. The use of iodopyracet injections has 
made possible valuable advances in blocking techniques. 


4. Alexander, F. A. D.: Unpublished data. 

5. Alexander, F. A. D.; Appleton, J. C., and Lewis, L. W.: Chemical 
Sympathectomy: Block of the Cervical and Upper Four Thoracic Ganglia 
by a Single Injection, to be published. 


DISAPPEARANCE OF TETANY AND ANEMIA AFTER RESECTION OF 
BLIND LOOP OF INTESTINE 


Samuel Dvoskin, M.D., John S. LaDue, M.D. 


George T. Pack, M.D., New York 


The purpose of this report is to record the disappear- 
ance of tetany, hypocalcemia, and refractory anemia 
after resection of a blind loop of small intestine showing 
the pathological features of regional ileitis. 


REPORT OF A CASE 


M. G., a 34-year-old Italian woman living in the Philippines, 
was first seen on June 9, 1950, complaining of tetany and severe 
anemia of two years’ duration. The patient had had frequent 
attacks of generalized abdominal pain and vomiting since child- 
hood. In 1941 acute intestinal obstruction developed, necessi- 
tating resection of approximately 2 ft. (61 cm.) of distal ileum 
involved with regional enteritis. A fistula developed postopera- 


tively, and a lateral ileotransverse colostomy without colon re- 
section was done eight months later, followed by resection of 
multiple fistulas. Fourteen abdominal operations were done by 
a series of surgeons—Philippine, German, Japanese, and finally 
American army surgeons—before, during, and after the Japa- 
nese invasion. In addition, the patient was treated for shrapnel 
wounds incurred during the American bombardment. She was 
then well until 1945, when a completely uneventful subtotal 
thyroidectomy was done to relieve symptoms suggestive of 
hyperthyroidism. It is worthy of emphasis that no signs of tetany 
were noted after this operation and that the patient was in good 
health until 1948, when persistent fever developed and she lost 
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22 Ib. (10 kg.) but did not have diarrhea. Severe anemia became 
prominent, requiring 14 transfusions during a two-week period. 
In early 1949, bloody diarrhea was noted for four days, and 
persistent anemia was thereafter present, requiring two to three 
transfusions monthly for a 22-month period. During the past 
year she received 40 transfusions of 1 pt. (S00 cc.) each. When- 
ever the hemoglobin level fell below 50%, she would become 
weak, fatigued, and nervous and pass three to four loose stools 
daily, with normal function being promptly re-established after 
transfusion. Tetany first developed in 1948, when the level of 
blood calcium was found to be 6.9 mg. per 100 cc. Subsequent 
daily intravenous injections of calcium were given to control and 
treat tetany. Parathormone and moderate amounts of vitamin 
D were not effective enough to reduce the daily need for intra- 
venous calcium lactate. 

She enjoyed breakfast, but within three hours she experienced 
severe abdominal cramps, distention of the upper part of the 
abdomen, and anorexia, which prevented eating during the re- 
mainder of the day. Hours later, she was aware of reverse peri- 
stalsis, which she described accurately as occurring from the 
site of apparent obstruction until the bolus passed through the 
more proximal ileotransversostomy, at which time she would 
experience relief; shortly thereafter she would have a bowel 
movement. 

The patient was emaciated, weighing but 96 Ib. (44 kg.) and 
appeared pale but showed no evidence of vitamin deficiency. 
Both the Chvostek and Trousseau signs were strongly positive. 
A well-healed thyroidectomy scar was noted. Multiple scars 
were noted on the abdomen, which was not particularly tender. 
The spleen was felt 1 cm. below the costal margin. At the time 
of the postprandial distress a distended tympanitic mass could 
be felt in the epigastrium. The results of the remainder of the 
physical examination, including proctoscopy, were unremark- 
able except for the occurrence of frank tetany relieved by the 
intravenous injection of 10 cc. of 10% calcium gluconate. 

Results of laboratory examinations were as follows: hemo- 
globin 9.2 gm., red blood cells 3,450,000, white blood cells 
8,200, polymorphonuclear leukocytes 46%, lymphocytes 31%, 
monocytes 11%, eosinophils 9%, and thrombocytes 200,000. 
Bone marrow smears were normal. The fragility of the red cells 
was normal. The result of the Coombs test was negative. Urine 
specific gravity was 1.018, with 1+ albumin, no sugar, and no 
red or white cells. No urobilinogen was found in the urine. The 
initial stool was positive (1+) for blood (guaiac test); some fatty 
acid crystals were seen, but no ova or parasites were found. 
Repeat stools were positive (1+ to 4+) for occult blood, and 
no further fat or fatty acid crystals were found, although un- 
digested meat and vegetable fibers were seen. Repeated searches 
disclosed no ova or parasites. Stool cultures revealed gamma 
Streptococcus, Proteus vulgaris, Escherichia coli; no typhoid- 
dysentery organisms were found. The erythrocyte sedimentation 
rate was 36 mm. in one hour. Blood serology was normal. Fast- 
ing blood sugar was 85 mg. per 100 cc.: urea nitrogen 12 mg. 
per 100 cc.; carbon dioxide 50 vol. %; chlorides 510 mg., cal- 
cium 8.0 mg., and phosphorus 2.6 mg. per 100 cc.; alkaline 
phosphatase 4.1 Bodansky units; serum albumen 3.4 gm. and 
serum globulin 2.9 gm. per 100 cc.; and prothrombin time 17 
seconds ($3% of normal). The basal metabolic rate was +12%. 
Gastric analysis showed 37 units of total hydrochloric acid after 
histamine; no free acid was found. 

A roentgenogram of the chest and a flat roentgenogram of 
the abdomen disclosed no abnormalities. Barium enema dis- 
closed an atonic left colon and evidence of an ileotransverse 
colostomy. Results of gastrointestinal x-ray examinations were 
confirmatory and revealed a shortened small bowel, due appar- 
ently to blockage of the ileum distal to the anastomosis. Transit 
of barium was rapid, the barium appearing in the colon one 
hour after ingestion. Despite the rapid transit, the patient had 
only one bowel movement per day. The patient was prepared 
for surgery with three transfusions and treatment with vitamin 
D and antibiotics. The most difficult element of her illness to 
manage was the persistent hypocalcemia and tetany. 

The patient required daily intravenous injections of 10 to 20 
ml. of calcium gluconate to control her tetany, despite a high 
calcium, low phosphorus diet; calcium lactate, 15 gm. per day 
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given orally in divided dosage; and 10 mg. of dihydrotachysterol 
given orally daily. Later, as much as a million units of vitamin D 
(ertron") intramuscularly was also given. On this regimen her 
serum calcium ranged from 7.9 to 9.1 mg. per 100 cc. 

On June 26, two and one-half weeks after admission, a 
laparotomy was performed at the Doctors Hospital, New York 
City. A lateral anastomosis was discovered between the ileum 
and transverse colon. This was taken down. Distal to this stoma 
a blind segment of ileum had become distended to form a huge 
sac, Owing to obstruction of the more distal ileum. The collapsed 
remnant of the terminal ileum, the ileocecal valve, and the right 
colon were apparently normal. This distended sac of ileum was 
resected, and end-to-end anastomosis was effected between the 
proximal and distal ileum. The segment of ileum removed meas- 
ured 25.5 cm. in length and pathologically showed evidence of 
chronic, nonspecific ileitis. There was no evidence of deminerali- 
zation of bones visualized by chest x-ray or in bones seen in 


Preoperative gastrointestinal roentgenogram, illustrating sacculation of 
blind intestinal pouch. 


multiple roentgenograms of the abdomen, including good views 
of the pelvic bones. X-rays of the skull and long bones were 
not done. 

After operation the patient was maintained, once able to take 
oral medication, on dihydrotachysterol, vitamin D, and calcium 
gluconate as noted above. Dihydrotachysterol therapy was dis- 
continued on August 4, calcium lactate therapy was discontinued 
on August 13, and the vitamin injections were discontinued on 
August 22. Her calcium level fell postoperatively and was 7.5 
mg. per 100 cc. on July 22. Thereafter her serum calcium rose 
to normal levels and remained entirely normal up to the time 
she was last observed, on September 8. The tetany completely 
disappeared after July 24. Her stools gradually became negative 
to the guaiac test, and with ferrous gluconate therapy the hemo- 
globin rose to 12.0 gm., with a red cell count of 4,260,000 with- 
out further transfusions. The spleen no longer was palpable. 
A repeat gastrointestinal x-ray examination, done on July 10, 
revealed delayed transit through the small bowel, with a period 
of about six hours elapsing before barium appeared in the colon. 
The patient gradually improved and left the hospital on Aug. 18, 
weighing 124 lb. (56 kg.), a gain of 28 Ib. (12.7 kg.) since the date 
of her operation. 
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COMMENT 


Tetany and hypocalcemia developed in this patient in 
the absence of diarrhea and despite the administration of 
parathormone, vitamin D, and calcium. The disappear- 
ance of hypocalcemia after resection of 25.5 cm. of dis- 
eased small intestine emphasizes the importance of fac- 
tors other than the length of the small intestine in the 
development of tetany in patients having regional ileitis. 
Patients who have as much as 90% of the small bowel 
resected for mesenteric thrombosis may maintain nor- 
mal nutritional balance; yet patients with regional ente- 
ritis may have severe nutritional deficiency following 
resection of only 20 to 30% of their small intestines. 

Usually in such patients, however, reactivation of the 
disease in remaining segments of small intestine becomes 
obvious, and causative factors such as poor absorption 
due to disease and hypermotility become active and are 
much more important than any bowel shortening. Active 
ileitis is often associated with severe constitutional symp- 
toms and may in a yet unknown way affect all functions 
and processes concerned in maintenance of nutrition. 

Still another method of production of tetany in re- 
gional enteritis involves the faulty absorption and excre- 
tion of fats sometimes encountered in patients with 
ileitis and universally seen in patients with nontropical 
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tissue, resulting in hyperfunction sufficient to lower the 
serum phosphorus level and raise the serum calcium 
level high enough to prevent tetany. This presumably 
explains why patients with rickets or osteomalacia have 
normal serum calcium and no tetany. In this patient 
tetany developed in part presumably because of inade- 
quate compensatory overactivity of the parathyroids, 
which may have been functioning maximally since they 
were unable to respond further to the stimulus of a low 
serum calcium level. 


The patient never had significant diarrhea, nor were 
the stools ever sprue-like in character. Excessive amounts 
of neutral fat were not found when the stools were 
examined with sudan III, nor were fatty acid crystals or 
soaps seen microscopically. Quantitative fat in stools was 
not measured. Results of the Sulkowitch test for urinary 
calcium were repeatedly negative. The transit time of 
barium through the bowel was increased from one to six 
hours postoperatively. The lack of evidence of poor 
absorption due to increased excretion of fats and the 
absence of diarrhea associates this patient’s tetany with 
vitamin D deficiency. Preoperatively the tetany could be 
controlled with massive doses of vitamin D and calcium 
salts. Postoperatively this was no longer necessary, as the 
patient could absorb and utilize the vitamin D present 


Serum Calcium and Phosphorus Levels* in the Case Reported+ 


6/10 6/13 6/17 6/21 6/23 6/27 
ee 8.0 8.2 7.4 91 8.9 9.7 
Serum phosphorus........... 2.6 2.4 


7/5 7/14 7/19 7/22 8/2 8/il 8/21 9/2 9/8 
10.1 9.9 8.1 7.5 10.5 11.6 12.0 9.7 10.7 
59 3.9 3.3 3.8 3.7 3.2 4.3 3.8 3.2 


* In milligrams per 100 ml. 


sprue. Unabsorbed fats combine with calcium in the 
gut, and both are lost in the feces in the form of calcium 
soaps. This probably represents a vitamin D deficiency, 
since it can usually be corrected by large doses of vitamin 
D and calcium, if the diarrhea can be controlled. 

The accompanying table gives the levels of the serum 
calcium and phosphorus obtained over a three-month 
period. Large doses of vitamin D (one million units of 
ertron") as well as 10 mg. of dihydrotachysterol had to 
be given to raise the blood calcium to levels above which 
tetany would not develop. Postoperatively all vitamin D 
was discontinued when the calcium rose to 12.0 mg. per 
100 cc. Thereafter normal calcium metabolism was 
maintained simply with a normal diet. The low Ca  P 
product must have favored demineralization of bone, but 
with a normal alkaline phosphatase level it would appear 
that demineralization did not occur, at least to the extent 
of stimulating osteoblastic activity or x-ray evidence of 
osteomalacia. 

Several factors may have contributed to the tetany 
observed in this patient. Lack of parathormone conse- 
quent to the previous thyroidectomy was ruled out by the 
prompt postoperative recovery and maintenance of cal- 
cium metabolism without the addition of vitamin D, 
calcium, or parathormone to a normal diet. Since the 
patient had had a thyroidectomy, the parathyroids may 
have been damaged, but not to the extent of causing 
clinical hypoparathyroidism, the latter is excluded by the 
constantly low level of the serum phosphorus. The low 
serum calcium usually serves to stimulate parathyroid 


+ Operation on June 26; vitamin D therapy discontinued August 22. 


in an ordinary diet, thus maintaining her calcium 
metabolism. We are unable to explain why the presence 
of a blind loop of diseased small bowel (regional ileitis ) 
could cause vitamin D deficiency except by preventing 
absorption of calcium and vitamin D by the uninvolved 
small intestine. 

The complete obstruction of the ileum well distal to 
the lateral ileotransversostomy caused a mammoth dila- 
tation of this blind loop, with retention of food for many 
hours daily. This phenomenon and its influence on intes- 
tinal malfunctioning may account for and have con- 
tributed to the factors producing the intestinal tetany 
and, more important, the refractory anemia. The experi- 
mental production of such a blind small intestinal loop 
in dogs has caused intractable anemia. 


SUMMARY 

The case history of a patient with tetany due to hypo- 
calcemia disappearing after resection of a diseased (re- 
gional ileitis) blind loop of small bowel is presented. 
Preoperatively the tetany could be controlled only with 
daily massive doses of vitamin D and calcium. The hypo- 
calcemia was not associated with diarrhea or steatorrhea. 
Postoperatively, with the bowel 25.5 cm. shorter, the 
patient maintained a normal calcium balance and an 
excellent state of nutrition. A blind distended loop of 
small intestine distal to a patent ileocolic anastomosis 
may have contributed to the failure to absorb calcium 
as well as to refractory anemia, which required 40 trans- 
fusions during the year prior to operation. 


139 E. 36th St. (16). 
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RHEUMATOID NODULES OF THE EYE 


Everett L. Goar, M.D. 


Louis §. Smith, M.D., Houston, Texas 


In 1930, Van der Hoeve ' described two cases of a 
scleral disease that he named scleromalacia perforans. 
Verhoeff and King,” in 1938, found 14 cases in the litera- 
ture, added 1 of their own, and discussed them before this 
section. They gave the first description (with the possible 
exception of a specimen reported by Holthouse in 1893 
and mentioned by Smoleroff* in his report of three 
cases) of an eye in this condition that had been removed 
and studied microscopically. 

We have recently studied two cases, clinically and 
microscopically, that showed some features that empha- 
size the point that scleral disease, in the rheumatoid state, 
may give rise to complications that mask the original 
condition, so that, by the time the patient is seen by the 
last ophthalmologist to examine him, the origin of the 
disease may be obscured. Since the advent of cortisone 
and corticotropin, agents that promise hope of relief, if 
given before irreversible changes occur, it seems worth 
while to review the subject again and to call attention to 
the fact that scleral disease is often a part of the rheuma- 
toid state. 

Some years ago, the term “collagen disease” was origi- 
nated by Klemperer * and his associates to cover a rather 
ill-defined group, characterized by alterations of a 
peculiar type in the connective tissue system. Included 
in this group are rheumatoid arthritis, polyarteritis no- 
dosa, diffuse lupus erythematosus, generalized sclero- 
derma, and dermatomyositis. The common denominator 
of all these disorders is the tendency to a peculiar type 
of necrosis that is known as fibrinoid degeneration. 

Verhoeff and King * gave this summary of the course 
of events so well that it cannot be improved on: “An 
area in the sclera first undergoes simple necrosis. This 
area soon becomes surrounded by a wall of epithelioid 
cells. Pus cells then slowly penetrate the wall and sur- 
round and infiltrate the necrotic area which has become 
more or less disintegrated into eosinophilic granules. 
Ultimately the sequestrum thus formed becomes com- 
pletely disintegrated and densely infiltrated with pus 
cells which also become necrotic. That the process of 
abscess formation is extremely slow is evidenced by the 
fact that almost no pus cells are to be found outside the 
wall.” The early necrosis in these lesions is fibrinoid de- 
generation, and this is one of the characteristics that 
class it as a collagen disease. 

Several names have been proposed for this disorder 
since Van der Hoeve designated it scleromalacia per- 
forans. Rochat calied it scleritis necroticans, and Ver- 
hoeff and King proposed the term necroscleritis nodosa 
excavans for the form with cavities, omitting the exca- 
vans if cavities had not formed. We feel that rheumatoid 
nodules of the eye describes the condition. 

It is not certain how some deep forms of scleritis fit 
into the picture, especially the type known as brawny 
or annular scleritis, and those that are thought to be 
tuberculous but later are found to be of rheumatoid 


arthritic origin. Verhoeff ° described a brawny scleritic 
eye as follows: “Between the tracts of granulation tissue 
long stretches of sclera, free from cells, have undergone 
hyaline necrosis, evidently due to sequestration.” This, 
added to the fact that the patient had two scleral nodules 
and suffered from arthritis, leads one to Suspect that 
brawny scleritis is, in fact, a part of the rheumatoid state. 
One of us (E. L. G.) treated a young woman for several 


Fig. 1.—Rheumatoid nodule from subcutaneous tissue from near hip 
joint. This is a single nodule cut in step sections demonstrating typical 
central necrosis and cavitation as is noted in the eye nodules. 


years on the assumption that she had tuberculous scleritis 
and keratitis, because she was sensitive to tuberculin and 
had recurrent attacks of deep anterior scleritis after the 
elimination of all known foci of infection. 


From the Departments of Ophthalmology and Pathology, Baylor Uni- 
versity College of Medicine. 
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Eventually, rheumatoid nodules developed in the 
joints of her hands and she had arthritis in her knees, 
with a recurrence of scleritis. The nodules, joint pains, 
and scleritis disappeared during cortisone therapy but 
recurred after it was discontinued. A sezond course pro- 


Fig. 2 (case 2).—Gross nodule in anterior sclera exicnding into cornea. 
Central necrosis (fig. 1) leads to perforation of sclera and collapse of globe. 


' 


Fig. 3 (case 2).—The gross nodule is seen on the nasal aspect posterior 
to the limbus. The cornea is turned superiorly and temporally. The epi- 
scleral vessels coursing over the nodule are hyperemic. 


duced the same results, but later she had a mild relapse 
of scleritis that responded well to cortisone drops. She 
still has one small nodule in her hand, but it is not painful. 


6. Eggers, H: Necroscleritis Nodosa Associated with Chronic Rheuma- 
toid Polyarthr:tis: Report of a Case, Arch. Ophth. 23: 501 (March) 1940. 
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The association between scleral disease and rheuma- 
toid arthritis has been known since the condition was 
first observed by Van der Hoeve. Verhoeff and King 
found it in 10 of the 14 cases recorded and also in their 
cases. In one case reported by Eggers ° and three re- 
ported by Smoleroff,® scleral disease and arthritis were 
coexistent, and it can be concluded that this is one 
syndrome. 


Many years ago, the term rheumatic iritis was com- 
mon, but, in recent years, the textbooks have given it 
little attention. When the focal infection theory came 
into prominence, some 40 years ago, the rheumatoid 
state was no longer prominently considered, and focal 
infection took the center of the stage. It was considered 
then that nongranulomatous uveitis was largely due to 
some organism, especially the Streptococcus, and that 
any coexistent arthritis was caused by the same agent. 
Later, it was suspected that the organisms, instead of 


Fig. 4 (case 1).—Marked inflammatory changes in anterior sclera ex- 
hibiting central necrosis surrounded by granulation tissue; « 23 (hematoxy- 
lin and eosin stain). 


invading the diseased spots, acted as allergens to sensi- 
tive areas. These theories may be true; they have 
certainly not been disproved; however, the fact that 
uveitis, scleritis, and polyarthritis are frequently asso- 
ciated is illustrated by the case of a young man who 
entered the Veteran’s Hospital at Houston with polyar- 
thritis of several months’ duration. His eyes were normal 
when he was admitted for the relief of painful joints. 
His condition improved remarkably with corticotropin 
and cortisone therapy, but, because of the scarcity of 
these hormones, he did not have a complete course. He 
returned a few months later, with a recurrence of painful 
joints, severe plastic iridocyclitis, and a definite scleral 
nodule above the upper limbus. His eye was not affected 
by cortisone drops or by other therapy but improved 
dramatically after cortisone injections. 

It has been repeatedly stated that scleromalacia per- 
forans is degenerative, first, and that the inflammatory re- 
action is secondary. If we are to class all severe eye dis- 
eases that occur with the rheumatoid state into one group 


4 
> 
« é- 
4 , * 
: 
‘ 
“ 
at 
Ly 
| * 4 
4. 
| 


Vol. 148, No. 11 


and call it rheumatoid disease of the eye, this view would 
need some modification, because there is no evidence 
that severe anterior uveitis and, sometimes, sclerokera- 
titis is primarily other than inflammatory. The following 
cases call attention to the fact that the primary lesion 
may be missed unless one is on the alert for it. 


REPORT OF CASES 


Case 1.—J. B., aged 65, entered the Veterans Hospital at 
Houston in June, 1948, for the treatment of arthritis, especially 
invelving his hands and spine. He was readmitted in July, 1949, 
with a painful right eye. He had been treated elsewhere for an 
ulcer of the lower part of the cornea of about two weeks’ dura- 
tion. Pneumococci, in smears from the conjunctiva, were found 
in laboratory tests before admission. In two cultures, only Pseu- 
domas was found by the laboratory. There was a tremendous 
thickening of the sclera beneath the lower limbus and an ulcer 
extending upward to the center of the cornea. The scleral nodule 


Fig. 5 (case 2).—Macrophotograph of microscopic preparation of an- 
terior scleral rheumatoid nodule demonstrating area of central necrosis. 
This accounts for the tendency to perforation and collapse of the globe. 
Note dense lymphocytic collections in episclera extending into cornea; 
x 3 (hematoxylin and eosin stain). 


became necrotic, exposing the ciliary body, and the corneal ulcer 
became larger and deeper, eventually perforating. Hormones 
were not available at that time, and no treatment helped him. 
The eye was enucleated and sent to the Armed Forces Institute 
of Pathology. According to the laboratory report, the cornea 
and sclera were partially necrotic and infiltrated by a purulent 
exudate and there was fibrosis of the limbus. There was an open 
perforation of the limbus, with coloboma of the iris beneath it 
and an intraocular hemorrhage, with uveal and retinal detach- 
ment. Lymphocytes, plasma cells, and polymorphonuclear leuko- 
cytes infiltrated the uveal tract. Cortical lens fibers were degen- 
erated, and the nucleus was pale and homogeneous. The diagnosis 
was perforating ulcer of the cornea, abscess in the sclera, pan- 
ophthalmia, intraocular hemorrhage, and cataract of senile type. 
The pathologist wondered whether this patient had polyarticular 
arthritis. She regarded this as a rheumatoid nodule of the eye, 
with secondary infection producing a corneal ulcer with per- 
foration and panophthalmia. 


Case 2.—A. D., a 48-year-old Negro woman, was admitted 
to Hermann Hospital on Feb. 1, 1950, with the diagnosis of a 
blind, painful left eye. The eye had become painful in 1939, 
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when a small nodule developed in the sclera, temporal to the 
limbus. This apparently perforated, because the pupil became 
irregular and was drawn toward the temporal side. The nodule 
was at first red and then became white and firm. A few months 
later, a small nodule appeared in the lower nasal quadrant. At 
this time, the patient’s joints were painful, and she had fever. 


Fig. 6 (case 1).—Infiammatory thickening and central necrosis of sclera 
of eye; & 26 (hematoxylin and eosin stain). 


She gave up her work in a laundry because of weakness. The 
right eye became similarly involved in 1942, and, within a year, 
she lost its sight. The vision in the left eye became progressively 
worse, and she became completely blind in 1944. An interesting 
sidelight in the history is that before cold or rainy weather, the 


Fig. 7 (case 2) —Dense lymphocytic infiltrate in episclera near rheuma- 
toid nodule; 23 (hematoxylin and eosin stain). 


eyes and joints became more painful. The patient was told by a 
physician that she had rheumatism and heart disease. The only 
eve treatment she received was some drops that she used for a 
short time, with no relief from pain. Within the 12 months pre- 
ceding admission, the pain in the left eye had become unbea. able, 
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and the patient went to the clinic for relief. The notes on the 
hospital and clinic records, which are incomplete, state that both 
eyes were smaller than normal; the left eye was quite hard; the 
anterior chamber was obliterated; the cornea was opaque, and 
the eye was congested and painful. Physically, she was the thin, 
asthenic type, with arteriosclerosis, scoliosis of the thoracic spine, 
and grade 2 systolic heart murmur. The joints of the extremities 
were apparently not involved. The laboratory examination re- 
vealed nothing pertinent to her condition. The eye was examined 
in the laboratory of ophthalmic pathology of Baylor University 
College of Medicine, after which the following facts were re- 
ported. 


Gross Description.—The specimen consisted of an eye meas- 
ing 23 by 24 by 23 mm. The eye was very firm, and the sclera 
near the limbus, superiorly, was depressed and scarred in two 
areas. The corneal epithelium was denuded in two large areas. 
The cornea was opaque and contained many milky white streaks, 
and there was a scleral scar in the superior temporal quadrant. 
The sclera was greatly thickened along the equator and along the 
inferior half. At this point, it measured 6 mm. in thickness, and 
was white and very firm. The retina was completely detached, 
superiorly, and partially detached in the inferior hemisphere. No 
lens was identified. There was a yellow-green translucent exudate 
beneath the retina and in the vitreous cavity. There were several 
areas of hemorrhage beneath the choroid, inferiorly. 


Microscopic Findings.—On the nasal side, the anterior sclera 
was greatly thickened and formed a nodule that extended from 
the equator to the cornea, just past the limbus. This granulom- 
atous nodule contained many foci of necrosis and necrobiosis, 
surrounded, in part, by epithelioid cells, some of which were 
palisaded. Foci, rich in lymphocytes, were scattered throughout 
this nodule in the intervening scleral fibers and surrounded the 
epithelioid cells; the episclera was particularly rich in lympho- 
cytes, in areas forming follicle-like structures. Pigment macro- 
phages were found throughout this tissue, and the overly- 
ing uvea was destroyed. The entire iris was distorted and 
plastered onto the posterior surface of the cornea, and no an- 
terior chamber remained. The cornea was depressed and folded, 


Fig. 8 (case 2).—Scleral necrosis in center of rheumatoid nodule. This 
stain emphasizes the sharp margins of necrosis surrounded by edematous 
collagen; 24 (periodic acid-Schiff’s stain). 


and the corneoscleral junction was overly vascularized and in- 
filtrated by lymphocytes. Large amounts of transudate filled the 
subretinal space, detaching the overlying retina, which was 
thrown into a scarred, distorted, pigmented, funnel-shaped mass 
that extended anteriorly to the cornea. A few fragments of lens 
capsule were embedded in the retina and lay between the retina 
and the nasal side of the iris, which was adherent to the cornea. 


J.A.M.A., March 15, 1952 


The transudate was eosinophilic and homogeneous in the center 
and basophilic at the periphery; lymphocytes and macrophages 
occurred as floaters throughout. The choroid was deeply pig- 
mented and widely infiltrated with lymphocytes that were most 
numerous near the nodule. The optic nerve was atrophic, and a 
few lymphocytes were found in the anterior dura and surround- 
ing the episcleral vessels. 


Fig. 9.—Central necrosis in rheumatoid nodule from elbow similar to 
that in figure 8; 24 (periodic acid-Schiff’s stain). 


Neither of the cases reported were diagnosed as part 
of the rheumatoid state, and both were discovered to be 
such only by examination of the enucleated eye. This 
probably means that, although a number of papers have 
been written on the subject, ophthalmologists in general 
are not very well informed on the syndrome. Since there 
are now therapeutic agents that offer hope of relief, if 
not of actual cure, of these formerly hopeless cases, 
ophthalmologists must be on the alert to recognize the 
condition in the early stages and must be aware that the 
eye signs may appear before the joints are affected. 

There are many points in common in the histological 
pictures of the tissues from the joints and periarticular 
surfaces and from affected eyes, as shown by the illus- 
trations. This may be briefly stated as heavy lymphocytic 
infiltration in the villi of the joints and in the episclera, 
central fibrinoid necrosis of the collagen, with palisading 
of the epithelioid cells, and an occasional giant cell 
in the second zone. 

SUMMARY 

Attention is again directed to the fact that certain 
types of diseases of the eye are a part of the rheumatoid 
state. Histologically, the nodules about the joints in 
rheumatoid arthritis show the same picture, with minor 
variations, as the nodules from the sclera in sclero- 
malacia perforans. Two cases are reported in which the 
true nature of the disorder was so obscured by intercur- 
rent disease that it was recognized only by microscopic 
study. Since there is hope of relief by treatment with 
adrenal steroids and corticotropin, it is important that 
the condition be recognized early in its course. 
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ABERRANT PANCREAS: A CAUSE OF DUODENAL SYNDROME 


Maurice Feldman, M.D. 


and 


Tobias Weinberg, M.D., Baltimore 


The anomaly of aberrant pancreas of the duodenum 
has been inadequately studied and is of sufficient clinical 
importance to merit more than passing interest. A con- 
sideration of this subject was stimulated by our autopsy 
experience concerning the high incidence of pancreatic 
tissue observed in the duodenum. There also seems to be 
a compelling need for the elucidation of the clinical 
significance of this condition, especially when it involves 
the duodenum. The accessory pancreas is a common 
anomalous embryological development, apparently oc- 
curring with greater frequency than may be inferred from 
a survey of the literature. According to the literature its 
incidence is comparatively low. In recorded studies the 
incidence varied from 0.04% to 2%. In 1,970 autopsies 
Duff and co-workers ' found 21 instances of aberrant 
pancreatic tissue, an incidence of 1%. In our 410 autopsy 
studies an unusually high incidence of this condition was 
observed, especially in the duodenum. In 265 consecu- 
tive adult necropsies we found an accessory pancreas in 
the duodenum in 33 cases, or 12.5%. Among 145 infant 
necropsies there were 22 cases, an incidence of 15%. 
Twenty additional cases of aberrant pancreas of the 
duodenum were found among other adult autopsies, 
making a total of 75 cases, which will be discussed in this 
report. 

This anomaly is attributable to a faulty embryological 
development of the pancreas, resulting in the misplace- 
ment of pancreatic tissue. The pancreas is developed 
from the midgut as a budding off from the duodenum in 
the form of two anlagen. The dorsal anlage is derived 
from the upper and posterior aspect of the duodenum; 
the ventral anlage arises from the lower and anterior- 
medial aspect at the juncture of the duodenum and the 
common bile duct. It is noteworthy that aberrant pan- 
creatic tissue is most frequently found in the second por- 
tion of the duodenum, close to the two embryologic 
anlagen. Our autopsy study revealed that the duodenum 
is the commonest site for the development of the acces- 
sory pancreas. The embryologic development of the pan- 
creas from the duodenal buds should obviously account 
for the greater incidence of this anomaly in the duodenum 
than elsewhere. 

In this autopsy study, with the exception of a few in- 
stances, the pancreas was found to be normal and of 
average size and shape. A detailed gross study was made 
of the aberrant pancreatic tissue, its size, the direction in 
which the nodule projected, its location within the wall 
of the duodenum, i. e., submucosal or subserosal, its 
location in the duodenum, and its relation to the papilla 
of Vater. The duodenal segment was split wide open, 
and its walls were carefully examined to determine the 
presence of an accessory pancreas. Histologic examina- 
tion was made of each specimen. The aberrant pancreatic 
growth may be discovered by careful observation and 
palpation. Although Krieg,” in a review of the literature, 


noted that in approximately 60% of cases the accessory 
pancreatic mass may be discovered by palpation of the 
bowel wall, this has not been in accord with our experi- 
ence. In many instances it was difficult to palpate the 
nodule because of its location in the wall of the duo- 
denum in close proximity to the head of the pancreas. 
The aberrant nodules appear as firm, irregular elevations 
or nodules, usually circumscribed and well defined. They 
may be flat or nodular elevations, the nodular type pre- 
dominating. The aberrant pancreatic tissue is most com- 
monly situated in the submucosa of the duodenum. The 
nodule is covered by mucosa and tends to project into 
the lumen but does not, as a rule, become pedunculated. 
In rare instances it may be pedunculated and hang into 
the lumen as a polyp-like growth. The aberrant pancre- 
atic nodule may be mistaken for a neoplasm. Structur- 
ally, the nodule is readily recognized as of pancreatic 
origin in many instances by gross and in all instances by 
microscopic examination. All the structures of the pan- 
creas, such as pancreatic acini, islets of Langerhans, and 
ducts, are noted in many instances. According to Faust 
and Mudgett,* some aberrant pancreatic masses seem to 
have normally formed ducts that open into the lumen of 
the bowel. 

The growth of the aberrant pancreatic nodules must 
be extremely slow, since the vast majority are compara- 
tively small in size. Inasmuch as most infant accessory 
pancreatic nodules measure | mm. to 2 mm. in diameter, 
they apparently tend to become larger with increasing 
age to adulthood. This may be inferred by the fact that 
the average size of the aberrant pancreatic noduie in the 
adult is much larger, as a rule, than that encountered in 
infants. The accessory pancreas is usually small, varying 
from 0.1 to 2 cm. or more in diameter. The vast majority 
are less than | cm. in diameter. In only one instance in 
our 75 cases, the aberrant nodule attained the size of 2 
cm. The average diameter in the whole series was 0.57 
cm. In 28 of the 75 cases the diameter of the pancreatic 
nodule measured over 0.5 cm. There have been some in- 
stances of unusually large aberrant pancreatic nodules 
reported in the literature, but these are comparatively 
rare. Holzweissig * reported a case in which the growth 
measured 6 by 3.5 by 1 cm. In Norris’ ° case the nodule 
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measured 2 by 1.5 cm. Aside from the natural growth 
of the nodule, reports in the literature indicate that the 
accessory pancreas may become enlarged as a result of 
inflammation or cyst formation or by neoplasm, such as 
an adenoma or a carcinoma. Multiple accessory pan- 
creatic nodules are observed frequently. In our 75 cases 
there were 10 with two nodules and one with three nod- 
ules. 

Aberrant pancreatic tissue may be found in all parts 
of the gastrointestinal tract. It is most often found in the 
stomach and duodenum. In our autopsy study of 75 cases 
involving the duodenum the incidence of an accessory 
pancreas situated elsewhere in the gastrointestinal tract 
was negligible. Duff and co-workers * found the duo- 
denum involved in 17 of 21 cases, or 81%. Faust and 
Mudgett,’ in 369 collected cases, found 30% and Derby- 
shire ° 41.7% in the duodenum. The recorded relative 
incidence of a large collected series of cases according 
to Feldman is as follows: stomach 27%, duodenum 
26%, and jejunum 20%; the remaining percentage was 
scattered. Krieg * found aberrant pancreatic tissue in the 
stomach in 31.5%, duodenum in 31.8%, jejunum in 
21.8%, and ileum in 9.4%. In 91 cases, Derbyshire ° 


Pyloro-duodenal junction 1.0% 


Duodenal bulb 10” 
Level of papilla 20.7% 
Proximal to papilla 40 0% 


Distal to papilla 6.07” 
2nd portion duodenum 10.3” 
3yd.portionduodenum 60% 


Duodenum 90” 


Fig. 1.—Distribution of the accessory pancreas in 75 cases with 87 
nodules. 


found the accessory pancreas in the stomach in 24.2%, 
duodenum 41.7%, jejunum 25.2%, ileum 6% , Meckel’s 
diverticulum 2%, and jejunal diverticula 0.9%. Ritter,* 
in 63 cases, found the stomach involved in 22, or 35%, 
duodenum in 6, or 9%, jejunum in 25, or 40%, and 
ileum in 10, or 16%. 

Aberrant pancreatic tissue may occur anywhere in the 
duodenum, but the majority occur within a limited area 
in the second portion. These are found most often on the 


mesial and ventral aspects of the duodenum, on the same 


surface as the papilla of Vater, predominantly between 
the major and minor papilla, in the area of the embryo- 
logic pancreatic anlagen. Accessory pancreatic nodules 
in over 80% of our cases were found in the second por- 
tion of the duodenum, within a few centimeters of the 
embryologic development of the pancreatic anlagen. The 
accessory pancreas in the duodenum is charted as to 
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location in relation to. the papilla of Vater and the two 
anlagen in figure 1. 

In our 75 cases with 87 nodules, the nodule was found 
on the level of the papilla in 18; proximal to the papilla 
in 35; distal to the papilla in 5; in the duodenal bulb in 6; 
at the pyloroduodenal junction in 1; in the second part 


Fig. 2.—Roentgenogram exhibiting a smooth, rounded, polyp-like filling 
defect in the second portion of the duodenum, characteristic of the larger 
type of aberrant pancreatic nodules that project into the lumen. 


of the duodenum, the exact site not mentioned, in 9; 
third part of the duodenum in 5; and duodenum, exact 
site not mentioned, in 8. 


Fig. 3.—An accessory pancreatic nodule in the second portion of the 
duodenum is shown as a polyp-like filling defect in the mucosal relief view 
in the spot-film compression roentgenogram. 


In these cases the location within the duodenal wall 
was stated in 76. In 43 the nodule projected into the 
lumen of the duodenum; in 31 mention was made only 
that they were directed toward the mucosal surface. In 
only two instances was the site of the nodule located 
on the serosal side. In 11 cases no mention was made 
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of its relation to the wall of the duodenum. The position 
of the nodule in relation to the duodenal wall was noted 
to be either submucosal or subserosal. In the majority of 
cases the nodule was situated in the submucosal tissue 
and projected into the lumen. With the exception of the 
two cases in which the nodules were in the serosa, all 
the nodules were covered with intact mucosa. Barbosa 
and co-workers ° found that 53.8% were located in the 
submucosa and 23 % in the muscular fibers. Delhougne,’® 
in 46 cases, found the pancreatic tissue in the submucosa 
in 45.5%, in the musculature in 25.1%, in the sub- 
serosa in 15.1%, and in all layers in 14.2%. 

Instances of the association of aberrant pancreas with 
diverticula of the duodenum have been reported in the 
literature. Contrary to the belief that this association 
is common, a duodenal diverticulum was noted in only 
two instances in our cases. In these, there was no con- 
nection between the accessory pancreas and the diver- 
ticulum. Inasmuch as duodenal diverticula are common, 
its relationship to aberrant pancreas must apparently be 
an incidental finding. Derbyshire ° did not find a single 
instance of diverticulum associated with accessory pan- 
creas in his large series of collected cases. According to 
Simpson,'! in 17% of 150 collected cases, aberrant nod- 
ules were situated in the duodenum and, of these, there 
were only three reports of an associated duodenal diver- 
ticulum. Cave '* points out that pancreatic tissue may 
be found at the summit of a diverticulum. Ugelli '* re- 
ported a case of aberrant pancreas in a duodenal diver- 
ticulum. Kalfayan ™* likewise recorded an instance of 
ectopic pancreas associated with duodenitis and an 
ampullary diverticulum. 

The association with disease or abnormalities of the 
pancreas is uncommon. The association of aberrant pan- 
creas with an annular pancreas is extremely rare. Chap- 
man and Mossman *° reported such a case. The associa- 
tion of disease of the pancreas with accessory pancreas 
has been recorded infrequently in the literature. In al- 
most all of our cases the pancreas was normal. The 
associated disease of the pancreas is usually an incidental 
finding that is unrelated to the congenitally misplaced 
aberrant tissue. However, it is occasionally associated 
with pancreatic pathology, such as diabetes, inflamma- 
tion, necrosis, cysts, or neoplasms. In a review of our 
clinical studies in 43 adult patients, there were four, or 
9.3%, with evidence of diabetes. It can definitely be 
stated that the association of diabetes with an aberrant 
pancreas is unrelated. We believe that it is merely a 
coincidental finding. 

Complications arising in accessory pancreatic nodules 
are extremely rare. In none of our 75 cases was there 
any evidence of complication. However, the follow- 
ing complications may involve the aberrant pancre- 
atic nodule: acute or chronic inflammation, ulceration, 
adenoma, cyst, and carcinoma. Instances of such com- 
plications have been recorded in the literature. Aberrant 
pancreatic tissue rarely becomes the seat of inflammation. 
Robson * found a case of chronic interstitial pancreatitis 
involving both the pancreas and an accessory pancreas 
of the duodenum. Although these do not tend to ulcerate, 
it is a possibility that must be given consideration. In one 
of Derbyshire’s ° cases an ulcer overlay the accessory 
pancreas of the duodenum. In none of our 75 cases did 


the pancreatic nodule directly involve the papilla of 
Vater, and in no instance was there any evidence of 
jaundice. 

One of the most important conditions to be consid- 
ered as a complication is the development of an adenoma 
in an aberrant pancreas. We did not find in our cases 
any evidence of an adenoma. In 398 collected cases of 
islet cell tumors of the pancreas, Howard and co-work- 
ers '' found nine instances in which the site of the islet 
cell tumor was located in ectopic pancreatic tissue; two 
of these involved the wall of the duodenum. Holman 
and co-workers '* reviewed the literature on islet cell 
adenoma; they found four cases of extrapancreatic 
tumors and reported an additional case. Of the five, two 
of the islet cell tumors were found in the duodenum. The 
accessory pancreas may secondarily produce an obstruc- 
tion or intussusception of the duodenum, with or with- 
out the complication of a neoplasm. Omoda and Ko- 
bayasi '® reported a case of duodenal obstruction and 
Ross °° a case of intussusception produced by an acces- 
sory pancreas. Benjamin *' reported a case of a peduncu- 
lated pancreatic nodule arising at the duodenojejunal 
juncture, which was complicated by an ulcerating ade- 
noma and produced an intussusception. Carcinoma is an 
infrequent complication of aberrant pancreatic tissue. 
It did not occur in any of our cases; however, occasional 
cases of this complication are recorded in the literature. 
Bookman ** and Duff and co-workers ' each reported a 
case of carcinoma originating in an accessory pancreas 
of the duodenum. In 44 cases of carcinoma of the duo- 
denum, Dixon and co-workers ** found one instance of 
carcinoma occurring in an aberrant pancreatic nodule. 

The age and sex in our group were as follows: of 53 
adult patients, 37 were male and 16 were female; of 
the 22 infants, 12 were male and 10 female. Barbosa 
and co-workers ° found the condition more prevalent in 
males, with a ratio of 3 to 1. Although in our adult pa- 
tients the males predominated, in the infants the sex 
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ratio was almost equal. The condition may be found at 
any age. The average age of the adults was 60; the infants 
and children ranged from stillborn to 16 months. Of the 
22 infants, 2 were stillborn and 5 newborn; the remain- 
ing infants ranged from 22 hours to 16 months of age. 
Most of them were less than 2 weeks old. 

Frequent casual references to this condition are found 
in the literature, but its clinical and roentgenologic status 
have been given little consideration. How often is aber- 
rant pancreatic tissue in the duodenum a causative factor 
in the production of digestive symptoms? Because of the 
high incidence of this anomalous condition in the duo- 
denum, it was thought that this investigation might dis- 
cover a clinical pattern that might be helpful in the 
diagnosis. From a clinical standpoint it would appear 
that in the vast majority of cases there is no convincing 
evidence that the condition is responsible for clinical 
symptoms. It is possible, however, because of the loca- 
tion of the aberrant pancreatic nodule and its situation 
within the wall of the duodenum, that any symptoms 
resulting therefrom may be difficult to interpret. On 
the other hand, since in most instances the nodule is 
small in size, it may produce few or no clinical signs. 
It is noteworthy that at times the condition produces a 
large intraluminal nodular growth which sooner or later 
produces digestive symptoms. Although complications 
are not often encountered, numerous instances are re- 
corded in which the condition was responsible for 
symptoms. 

A review of the clinical records of 43 of the 57 adult 
cases of aberrant pancreas of the duodenum was made 
to determine the clinical aspects of this condition. In the 
majority of the cases there was no clear-cut gastro- 
intestinal symptom complex that could be attributed to 
the aberrant pancreas of the duodenum. The symptoms 
were vague and not definitive. Of the 43 cases, 8 
(18.6% ) presented evidence of gastrointestinal dis- 
turbance. In only four instances was a complete gastro- 
intestinal study made, and in these no roentgenologic 
signs of the accessory pancreas could be detected, be- 
cause they were too small to be demonstrable. Five of 
the eight patients were operated on, but the duodenum 
was not explored. In none of the cases was an aberrant 
pancreas suspected. Combined roentgenologic and sur- 
gical study disclosed | case of gastric ulceration, 1 duo- 
denal ulcer, 2 duodenal diverticula, 1 case of intestinal 
obstruction, 1 carcinoma of the rectosigmoid, 1 case of 
diverticulosis of the colon, 1 case of ulcerative colitis, | 
case of multiple polypi of the colon with gallstones, and 
2 cases of perforating gallbladder. Since there were no 
complications, the gastrointestinal symptoms were 
caused by pathologic conditions unrelated to the acces- 
sory pancreas. Attention must again be directed to the 
fact that symptoms produced by an aberrant pancreas 
are usually the result of some complication. When defini- 
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tive symptoms occur, there is usually some degree of 
stenosis of the duodenum, resulting from the enlarged 
nodule, or it is complicated by inflammation, ulceration, 
tumor, or an intussusception. Although there are no 
typical pathognomonic symptoms of this condition, it 
should be suspected in all instances in which there is 
an atypical duodenal ulcer history, unaccounted for 
gastrointestinal bleeding, unaccountable symptoms re- 
lated to involvement of the papilla of Vater with the 
association of jaundice, and high intestinal stenosis or 
obstruction due to tumor development in the aberrant 
nodule. The symptoms most often simulate peptic ulcer- 
ation, cholecystitis, carcinoma, or obstruction. When the 
condition produces symptoms, there may be complaints 
of abdominal distress, distention, gaseous eructation, 
nausea, vomiting, diarrhea or constipation, and epigas- 
tric pain. The pain, usually caused by spasm, is not char- 
acteristic but frequently simulates the ulcer type associ- 
ated with food ingestion. It has been pointed out that the 
pain and abdominal distress are often aggravated by 
ingestion of fried and fatty foods as well as meats. 
According to Busard and Walters,*! pain may be pro- 
duced by (1) interference with the passage of food, (2) 
gastroduodenal retention, (3) peptic ulcer formation 
from pancreatic enzymes being poured out, and (4) 
malignant or benign tumor formation. Since the aber- 
rant pancreatic nodule may produce a polyp-like filling 
defect in the duodenum, it is highly important to establish 
the diagnosis because the condition may be mistaken for 
a neoplastic growth. In most of the reported cases, there 
was an ulcer-like syndrome. Poppi *° reviewed 43 cases 
and found 39.5% with a clinical diagnosis of gastro- 
duodenal ulceration. In four of the five cases reported 
by Waugh and Harding *® there were ulcer-like symp- 
toms relieved by food and alkalis. In rare instances the 
aberrant pancreas may be complicated by an ulceration. 
Instances of such occurrence have been reported. It may 
produce bleeding, and cases associated with hemorrhage 
have likewise been recorded in the literature. Bilious at- 
tacks have been reported to occur in some instances. 
Diarrhea also has been noted in this condition. The 
physical examination ordinarily yields little information. 
Rarely is the accessory pancreatic nodule palpable, be- 
cause most of the nodules are too small to be felt. 

Two examples of roentgenologic illustrations of an 
accessory pancreas were taken from the files of one of 
us (M. F.). In one of the cases, the nodule in the second 
portion of the duodenum remained stationary in size for 
11 years. The chief gastrointestinal signs in this case 
were epigastric distress and burning, unrelated to food 
and without constipation. There seemed to be no clinical 
relationship between the symptoms and the nodule in the 
duodenum (fig. 2). In the second case, the filling defect 
was demonstrated in the relief view in the second portion 
of the duodenum (fig. 3). In this case there was a clini- 
cal history of duodenal ulcer with epigastric pain occur- 
ring two to three hours after eating. 

According to Norris and Kjellman,** the aberrant 
pancreas has been reported to be a factor in producing 
hyperinsulinism or hypoglycemia. In none of our cases in 
which blood sugar tolerance tests were performed was 
there evidence of hypoglycemia, nor was hypoglycemia 
noted in Derbyshire’s ° collected cases. However, one 
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instance of hypoglycemia was found in which there was 
an islet cell tumor of the pancreas without involvement 
of the associated aberrant pancreatic tissue in the duo- 
denum. Of nine patients with islet cell tumors of the 
accessory pancreas described by Howard and co-work- 
ers,'’ eight presented evidence of hyperinsulinism. 

In a perusal of the literature, only casual references 
are noted pertaining to the actual roentgenologic demon- 
stration of the aberrant pancreatic nodule. Since the oc- 
currence of this condition is common and since some 
aberrant nodular growths attain a large size, it is most 
probable that many cases are overlooked because of the 
lack of detailed roentgenologic information and criteria 
for the diagnosis of this condition. In the roentgenologic 
examination of the duodenum the transit of barium is 
rapid, and ordinarily one obtains a relief mucosal pic- 
ture at some time during the examination. The duo- 
denum is rarely completely filled, because of its rapid 
emptying. The mucosal view affords a clearer picture of 
the intraluminal pathologic conditions. Since most aber- 
rant pancreatic nodules to some extent project into the 
lumen of the duodenum, they should, at least theoreti- 
cally, produce an intrinsic intraluminal filling detect. 
Those that occur on the serosal surface are not as a rule 
visualized; however, when large they produce an extrin- 
sic pressure defect on the contour of the duodenum. 

The double contrast method of examination may be 
utilized to portray more clearly the nodular growth. Air 
may be introduced into the stomach through a tube or a 
Seidlitz powder may be given as an aid in the examina- 
tion. In order to facilitate the passage of air through the 
pylorus, the patient is placed on the left side for about 
15 to 30 minutes before the double contrast roentgeno- 
gram is taken. A presumptive roentgenographic diagno- 
sis of aberrant pancreas of the duodenum can be made by 
demonstration of the polyp-like filling defect. A large 
number of aberrant pancreatic nodules cannot be dem- 
onstrated roentgenologically because of their small size. 
It should be possible to demonstrate in the roent- 
genogram those that measure 0.5 cm. and over. How- 
ever, the flat type of pancreatic nodules would probably 
not be as easily demonstrable. The diagnosis should 
be made by repeated examinations and by the process of 
exclusion. The aberrant pancreatic nodule may produce 
a filling defect resembling either a polyp or an ulcer. 
Close observation with spot filming will reveal the mu- 
cosal changes, with smoothing out and widening as well 
as pressure and displacement of the folds The mucosal 
folds may be compressed, distorted, flattened, or effaced 
in the involved area. The polyp-like nodular defect is 
persistent on the compression spot roentgenograms but 
may not be demonstrated in some instances when the 
duodenum is completely filled. When the pancreatic 
nodule is located in the duodenal bulb, it produces a 
vacuolated area simulating an ulcer, edema, or a polyp. 
In most cases of uncomplicated pancreatic nodules, be- 
cause of their smallness no expansion is shown in the 
caliber of the duodenum. On the other hand, if the nodu- 
lation is as large as has at times been noted in the litera- 
ture, there may be a localized widening of the lumen of 
the duodenum. The filling defect produced by the nodule 
remains stationary in repeated roentgenographic exami- 
nations. Roentgenologic examples of the type of filling 
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defect portrayed by the accessory pancreatic nodule in 
the duodenum are shown in figures 2 and 3. Aberrant 
pancreatic nodules occurring in the duodenal bulb are 
somewhat more difficult to diagnose than those occur- 
ring in the second portion. In most of the cases reported, 
ulceration was considered causative. Guidotti °* reported 
a case in which a vacuolated filling defect in the bulb 
was produced. In Littner’s *’ case the aberrant pancreas 
produced a polyp-like filling defect in the bulb. In White- 
side’s *’ case the aberrant pancreas produced a slight 
elevation of the serous coat of the duodenal bulb, which 
roentgenologically revealed an ulcer defect. Baylin * 
reported an instance in which a vacuolated filling defect 
was demonstrated in the second portion of the duode- 
num. An important roentgenologic finding, recently 
pointed out by Kjellman,** is the demonstration of linear 
projections, which represent the ducts within the pan- 
creatic nodule. Faust and Mudgett * have noted that in 
some instances these ducts open up into the lumen of the 
duodenum. Thus, when an opaque meal is administered, 
the ducts become visible. Spasm and irritability of the 
duodenum resulting from the foreign body effect of the 
nodule may be noted in some instances. It should be 
emphasized that, in cases of hyperirritability of the sec- 
ond portion of the duodenum, in the absence of ulcera- 
tion the possibility of an aberrant pancreas should be 
considered. The cause of the spasm is explained by Rit- 
ter * as being attributable to the attempt of the muscula- 
ture to abort a foreign body and to chemical irritation of 
the abnormal composition of the secretion. 

In the differential diagnosis consideration must be given 
to peptic ulcer, polyp, adenoma, cyst, and carcinoma. 
Although an accurate histologic diagnosis cannot be 
made roentgenologically, the demonstration of a smooth, 
rounded, polyp-like filling defect would indicate the 
presence of a benign growth. Small nodular filling defects 
in the second portion of the duodenum must not be con- 
fused with the normal protrusion produced by the papilla 
of Vater. It has previously been shown by Feldman ‘ that 
a small nodular type filling defect may be visible in the 
mesial aspect of the second portion of the duodenum, 
which is normally produced by the papilla of Vater. 


COMMENT 

Since malignant growth in the second portion of the 
duodenum is comparatively rare, it would seem that the 
demonstration of a polyp-like filling defect on roentgeno- 
grams may be deemed adequate to establish a presump- 
tive diagnosis of aberrant pancreas. The pathogenetic 
concept in itself is adequate to explain the roentgenologic 
filling defect. The rarity of malignant growth involving 
the second portion of the duodenum is most striking. In 
275 consecutive autopsies On adults, not a single instance 
of a neoplasm of the duodenum was found. On the other 
hand, the incidence of aberrant pancreas in the second 
portion of the duodenum was notably high. It may there- 
fore be deduced that, when a persistent, nonexpansive, 
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polyp-like nodule is observed in the second portion of 
the duodenum, this is likely to be the result of an aber- 
rant pancreas. On the basis of pathologic data the roent- 
genologic diagnosis of aberrant pancreas falls into the 
realm of possibility. It should be considered in all cases 
of duodenal disease, notwithstanding the fact that other 
pathologic conditions may be responsible for the roent- 
genologic changes. 


SUMMARY AND CONCLUSIONS 

1. Aberrant pancreas of the duodenum is a com- 
mon embryologic developmental anomaly, occurring in 
13.7% of 410 consecutive autopsies. 

2. Over 80% of aberrant pancreatic nodules are 
found in the duodenum, within a few centimeters of the 
site of the embrylogic development of the two anlagen 
of the pancreas. 

3. Aberrant pancreatic nodules grow slowly but tend 
to become larger from infancy to adulthood. The 
nodules are usually small, varying from 0.1 cm. to sev- 
eral centimeters in diameter. 

4. Complications are comparatively rare. In our 75 
cases not a single instance of complication involving the 
aberrant pancreas was noted. 

5. The majority of patients with accessory pancreas 
are clinically asymptomatic. 

6. A duodenal syndrome occurs as a result of (1) en- 
largement of the accessory pancreas, producing some de- 


gree of stenosis, (2) secondary irritation as a result of 
a foreign body effect and excessive irritative secretion, 
producing spasm and hyperirritability of the duodenal 
segment, (3) ulceration causing either occult bleeding 
or hemorrhage, (4) the production of some degree of 
pressure occlusion of the papilla of Vater, as a result of 
tumor formation, causing biliary symptoms, and (5) 
complications, such as an adenoma, which produces 
hyperinsulinism, or other neoplasms, benign or malig- 
nant, producing an obstruction or intussusception. 

7. It is possible by means of clinical and roentgeno- 
logic procedures and by exclusion to make a presumptive 
diagnosis of aberrant pancreas of the duodenum. 

8. Recognition of the presence of an aberrant pan- 
creas is particularly essential, not because of the 
necessity for surgical removal but because without com- 
plications surgery is not indicated. The condition often 
produces a neoplastic type of filling defect seen in the 
roentgenologic examination, and the question of surgical 
exploration becomes a problem, because of the uncer- 
tainty of the histologic nature of the nodular growth. 

9. Our post-mortem and clinical studies on aberrant 
pancreas of the duodenum indicate that, when a nodular 
polyp-like growth is observed in the second portion of 
the duodenum, without clinical manifestations, the best 
procedure is to consider surgery only as a last resort and 
restudy the case at frequent intervals. 
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EFFECTS OF CORTICOTROPIN (ACTH) AND CORTISONE ON DISORDERS 
OF THE NERVOUS SYSTEM 


Gilbert H. Glaser, M.D. 


H. Houston Merritt, M.D., New York 


The effects of the hyperadrenal state induced by cor- 
ticotropin (ACTH) and cortisone acetate on various 
disorders of the nervous system have been studied in 58 
patients. The following clinical entities were treated: 
multiple sclerosis (33 cases), amyotrophic lateral 
sclerosis (7 cases), progressive muscular dystrophy (3 
cases), myotonia dystrophica (3 cases), myasthenia 
gravis (1 case), Sydenham’s chorea (1 case), Wilson’s 
disease (2 cases), Parkinsonism (3 cases), focal myel- 
opathy (2 cases), and epilepsy (3 cases). Some of these 
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groups contain a sufficient number of patients to enable 
a significant evaluation; in others, however, only sug- 
gestive trends can be noted. Preliminary reports of this 
investigation have been presented.! 


METHOD OF INVESTIGATION 


Corticotropin* was administered intramuscularly 
every six hours (occasionally every eight hours) in total 
doses of 80 to 100 mg. per day for courses of five days 
to two weeks. Frequently, a two week treatment course 
was repeated. One week periods of saline placebo ad- 
ministration often preceded and followed the cortico- 
tropin course. Cortisone acetate was administered at 
first to several patients intramuscularly in the crystalline 
suspension, in doses of 200 mg. for one day and 100 mg. 
per day thereafter, for two to four weeks. During the 
past six months, it has been given orally, in tablet form, 
as long-term maintenance therapy, in doses of 75 to 150 
mg. per day (in three or four divided doses), after an 
initial two to four weeks of corticotropin therapy. 

All the patients were hospitalized during the period of 
corticotropin therapy and observed as outpatients during 
the oral cortisone treatment. During the observation and 
treatment periods, laboratory studies included determi- 
nations of blood electrolytes and sugar, eosinophil 
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counts, electroencephalograms, electromyograms, and 
cerebrospinal fluid analyses. Creatin-creatinine excretion 
was measured in appropriate instances. Quantitative 
tests of muscle strength were attempted by using a New- 
man myometer, and motion pictures were taken of cer- 
tain patients. Special attention was given to fluid bal- 
ance, salt intake, blood pressure, and weight. Potassium 
chloride and ammonium chloride were administered to 
control potassium depletion and fluid retention in certain 
patients. Criteria of improvement were based primarily 
on the objective features of the clinical neurological 
examination. The psychological state of the patient was 
evaluated in all instances. 


RESULTS 

Multiple Sclerosis.—Corticotropin and cortisone were 
administered to 33 patients with multiple sclerosis. There 
were 23 women and 10 men in the group, ranging in 
age from 19 to 54 years. The symptoms varied in dura- 
tion from two weeks (in an episode of optic neuritis) 
to 14 years. The age and duration distributions are pre- 
sented in Table 1. There were no significant remissions 
during the last three year period prior to treatment in 
cases of more than three years’ duration or since onset 
in the earlier cases. The history of spontaneous oscilla- 
tions of symptom intensity was carefully noted in all 
patients. Most of the patients were treated with two 14 
day courses of corticotropin and followed for 3 to 18 
months thereafter. Ten patients, after an initial cortico- 
tropin course, were placed on maintenance oral corti- 
sone therapy for periods of two to six months, up to the 
present time. The effects were rated with regard to over- 
all improvement and changes in specific symptom com- 
plexes (Table 2). Twenty-one patients (64% ) showed 
either no changes or mild alterations in their over-all 
status; the alterations were due to either spontaneous 
oscillation or the psychological suggestion effect of the 
treatment. However, in five of this otherwise unchanged 
group, bladder or rectal dysfunction was improved sig- 
nificantly. In two patients, ataxia, particularly of the 
head and upper extremities, became worse during treat- 
ment. These were the only instances of an increase in 
_ symptoms (even though relatively slight) in the entire 
series. 

Twelve patients (36% ) showed changes suggestive of 
significant general improvement. The specific symptom 
complexes most favorably affected (Table 2) were the 
spastic-paretic, cerebellar or ataxic, bladder, and acute 
visual (optic neuritis). The effect on spasticity was most 
pronounced, appearing usually within the first week. 
The diminution of spasticity allowed a greater utiliza- 
tion of available motor strength, and, thus, strength in- 
creased in the involved extremities. These changes oc- 
curred without any significant alteration in the status of 
the deep or pathological reflexes (such as the Babinski 
reflex) with the exception of an elimination of patellar 
or ankle clonus in three instances. There were no signifi- 
cant alterations in sensory deficits, although minor fluc- 
tuations in intensity and levels of hypalgesia and dimin- 
ished vibratory sensation were noted. Twenty-one 
patients had bladder dysfunction, characterized by fre- 
quency, urgency, retention, and incontinence. In 13 
(60% ) of this group, corticotropin induced a moderate 
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to marked relief of these symptoms within five days (see 
case report below). Eleven patients had central scotomas 
of at least six months’ duration. In only one patient (with 
a small scotoma) was any beneficial effect noted. Three 
patients had large acute progressive scotomas of two 
weeks’ duration. In one case, the scotoma cleared within 
three to four days. The two other patients showed a 
moderate, somewhat slower response. Placebo trials 
could not be utilized because of the nature of the involve- 
ment. Oculomotor disturbances (nystagmus, diplopia) 
were present in 23 patients, and in only one was a sig- 
nificant change noted, a severe third degree nystagmus 
reverting to a minimal first degree type. 

In most instances, all of the effects noted above were 
transient, appearing only during the course of drug 
administration and lasting 7 to 14 days afterward. In 
two cases, the duration of the improvement was six 


TABLE 1.—Ages and Duration of Illness in Thirty-Three 
Patients with Multiple Sclerosis Treated with 
Corticotropin and Cortisone 


Age Distribution Duration of Illness 


Age No. of Duration No. of 

(Yr.) Patients (Yr.) Patients 

10 2-4 7 

3 445 5 
6-10 2 
10+- 5 


TaBLe 2.—Effects of Corticotropin and Cortisone on Specific 
Symptom Complexes in Thirty-Three Cases of 
Multiple Sclerosis 


Total 
No. 
Patients Improvement Rating * 
with -*----- 
Symptom Complex Syndrome 1— 0 1+ 24+ 3+- 
28 0 10 12 1 
24 2 4 ll 6 1 
Visual 
il 0 10 1 0 0 
3 0 0 0 2 1 
Ocular movement.............. 23 0 19 3 1 0 
* 1— = slightly worse, 0 = no change, 14+- = slight improvement, 2+ = 


moderate improvement, and 3+ pronounced improvement. 


months, without further treatment. There were no 
notable exacerbations indicative of the development of 
new lesions during treatment periods. After administra- 
tion of the drugs was stopped, the course of illness pro- 
gressed as previously, and, in three instances, this pro- 
gression was rapid and severe. In no patient did the 
placebo achieve the same effects as corticotropin or 
cortisone, particularly in regard to spasticity and bladder 
dysfunction. The following case report illustrates the type 
of significant change that can occur coincidental with the 
administration of corticotropin or cortisone. 


REPORT OF A CASE 


Case 26.—A married woman, aged 30, had bilateral visual 
scotomas for four years and a progressively increasing spastic 
paraplegia for one year. On admission to the hospital, she was 
bedridden, had severe, frequent mass reflexes and spasms, loss of 
sensation below the midthoracic level, and required tidal drain- 
age for bladder dysfunction. The cerebrospinal fluid showed a 
total protein of 108 mg. per 100 cc., with 10% gamma globulin 
and no leukocytes. During the first two weeks of corticotropin 
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therapy, the spasticity and spasms diminished, and the bladder 
function improved. Substitution of saline placebo injections 
caused a return of symptoms, particularly of the spasticity. After 
a second two week course of corticotropin she was ambulatory 
and did not require tidal drainage. Spontaneous mass movements 
were absent, and patella and ankle clonus were no longer 
elicitable. Even the sensory level was less well defined. There 
was no change in the visual symptoms. The cerebrospinal fluid 
protein decreased to 56 mg. per 100 cc., with 11% gamma 
globulin. 

During the next six months, while no treatment was given, 
there was only a slight return of spasticity, and the patient's 
condition remained improved. Within a week, however, she was 
again bedridden, with increasing weakness and stiffness of both 
legs associated with severe extensor spasms. Burning sensations 
were felt around the trunk, and urinary frequency, urgency, and 
incontinence developed. The cerebrospinal fluid showed a total 
protein of 119 mg. per 100 cc., with 15% gamma globulin 
and 10 leukocytes. Corticotropin was administered again, in doses 
of 80 mg. per day. Within four days, the spasticity and spasms 
diminished, and, at the end of two weeks, the patient was am- 


TABLE 3.—Cerebrospinal Fluid Protein Changes During Core 
ticotropin Administration in Twenty Patients with 
Multiple Sclerosis 


Before On Last Day of 
Corticotropin Cortieotropin 
Therapy Therapy 
Total Total 
Protein) Gamma Protein Gamma General 
(Mg./ Globulin (Mg./ Globulin Clinical 
Case 100 Ce.) (%) 100 Ce.) % inprovement 
9 60 24 5d 26 Moderate 
4 | 13 59 1] Slight 
5 ho 12 62 12 Slight 
6 30 7 33 7 Slight 
7 30 14 28 13 None 
8 27 8 Slight 
9 34 10 35 8 Slight 
10 35 9 03 7 Moderate 
11 113 12 St} 8 Slight 
2 48 10 33 9 None 
13 63 24 75 22 None 
16 70 it 62 10 None 
20 55 10 ot) 9 Moderate 
21 38 20 24 21 Slight 
24 120 14 147 16 Slight 
2% 108 10 w ll Marked 
29 27 18 28 10 Moderate 
30 48 10 57 10 Slight 
31 os 12 117 y Marked 
32 53 12 45 I None 


bulatory again, with relatively normal bladder function. The 
cerebrospinal fluid protein decreased to 71 mg. per 100 cc., with 
12% gamma globulin, and no leukocyies. She was then given 
maintenance cortisone therapy (100 mg. per day orally) and was 
examined biweekly for six months. During this time, her condi- 
tion remained improved, and she actually showed slow gains in 
motor function. The cerebrospinal fluid, at the end of this 
period, showed a total protein of 40 mg. per 100 cc., with 8% 
gamma globulin. It is felt that corticotropin and cortisone in- 
duced and maintained a symptomatic remission. At no time was 
there any untoward reaction to the drugs. Although the patient 
had an initial 6 Ib. (2.7 kg.) weight gain, her weight remained 
constant for four months. Her face assumed a slightly moon- 
shaped appearance, and mild hirsutism developed. 


Ten patients were observed while receiving mainte- 
nance cortisone therapy. Seven of them had improved 
significantly with corticotropin therapy, and in six these 
changes have been maintained thus far during the two 
to six month period of cortisone administration. One 
patient regressed to his previous status, even though the 
cortisone dosage was increased to 200 mg. per day, and 
100 mg. per day of corticotropin was given for one 
week. Three patients, who showed no significant change 
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with corticotropin therapy, received cortisone for five 
to six months. During this time, their syndromes re- 
mained static. 

As indicated by the case described in detail above, 
alterations in cerebrospinal fluid protein may accom- 
pany corticotropin and cortisone administration. This 
was not paralleled by any significant change in serum 
proteins, which remained normal in the several cases 
checked. Complete cerebrospinal fluid analyses were 
performed prior to and usually on the last day of the 
second two week course of corticotropin in a representa- 
tive group of 20 patients (Table 3). Although, in the 
above case, the clinical changes were paralleled by im- 
provement in the spinal fluid, in general, there was no 
consistent correlation with either total protein or gamma 
globulin. The change in Case 31 is of interest; namely, 
the increase in cerebrospinal fluid protein associated 
with significant clinical improvement, in contrast to the 
responses of the patient in Case 26. The significance of 
these alterations is not clear, particularly since the two 
patients with the greatest clinical change showed the 
greatest change in cerebrospinal fluid protein, but in 
opposite directions. 

No patient showed evidence of adrenal cortical insuffi- 
ciency prior to treatment. All had normal blood eosino- 
phil, electrolyte (sodium, potassium, carbon dioxide 
combining power, and chlorides), and sugar responses. 
Generalized asthenia appeared occasionally during both 
drug administration and immediate withdrawal periods. 
This condition was not associated with a lowered serum 
potassium level; however, it occasionally responded to 
potassium chloride administration. Other deleterious 
side effects were facial acne and hirsuties and slight 
water retention, in a few patients. Significant hypergly- 
cemia did not develop in any of this group. The electro- 
encephalograms of 14 of the 24 patients receiving corti- 
cotropin showed the presence of diffuse, slightly slow 
(5-7 per second) activity that had not been present 
previously. None of the patients receiving cortisone 
showed significant electroencephalographic changes. 
Several of the patients showed a slight increase in their 
usual euphoria, concomitantly with clinical improve- 
ment. This reaction was regarded as within normal limits 
for this setting. One patient had a transient toxic de- 
lirium, with paranoid and depressive features, after 26 
days of corticotropin therapy, 100 mg. per day. No other 
significant mental reactions developed in any of the pa- 
tients in this group. 

This investigation indicated that the administration 
of corticotropin and cortisone or the induction of hyper- 
adrenalism may be accompanied by significant improve- 
ment of varying degree in certain symptoms in some 
cases of multiple sclerosis. The reasons for the response 
in about one-third of the cases are not clear. The best 
reactions are seen in patients with symptoms of less than 
two to three years’ duration. These cases are the most 
difficult to evaluate because of the factor of spontaneous 
remissions. The therapeutic effectiveness of any agent in 
this disorder can be regarded as significant only if it (1) 
induces lasting remissions and prevents relapses, (2) 
halts further progression, and (3) produces responses in 
a Statistically valid series of cases correlated against the 
chance factor of spontaneous remission. These condi- 
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tions are not yet met in this study. The follow-up period 
and the number of cases, particularly with regard to the 
patients receiving maintenance cortisone administration, 
are still inadequate if one considers the variations pos- 
sible. 


The present study has noted effects on existing lesions 
since improvement in the existing clinical syndrome de- 
veloped. No definite changes regarded as curative ap- 
peared in any patient. There is still only suggestive 
evidence that relapses may be prevented or actual pro- 
gression halted by long-term maintenance medication. 
It is felt that these effects are not true therapeutic 
changes in the basic disease process; they probably 
represent secondary physiological phenomena due to 
‘ the hyperadrenal state.* There are at least three possible 
mechanisms that might be considered: (a) an interfer- 
ence with abnormal immunological reactions in the cen- 
tral nervous system, (b) a suppression of inflammatory 
and connective tissue responses, and (c) chemical 
changes related to the profound metabolic disturbance 
(especially in the spheres of potassium, sodium, and 
carbohydrate metabolism) and their effect on the excita- 


Taste 4.—Analysis of Seven Cases of Amyotrophic Lateral Sclerosis Treated with Corticotropin 
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after the discontinuation of corticotropin therapy. The 
course of the illness was not altered in any case. 

In general, it was felt that corticotropin was of no 
therapeutic benefit in amyotrophic lateral sclerosis. The 
effect on the fasciculations was physiological, only 
diminishing their intensity and in no instance indicating 
any alteration in the progress of the illness. The mech- 
anism of this change is possibly related to a diminution 
in peripheral neuromuscular excitability. 

Progressive Muscular Dystrophy.—Corticotropin was 
administered to two patients and cortisone to one patient 
with progressive muscular dystrophy. Some pseudohy- 
pertrophy was present in all patients. A 23-year-old 
woman, with a four year history of symptoms, was 
treated with corticotropin, 100 to 200 mg. per day for 
11 days. A 30-year-old woman, with an eight year his- 
tory, was treated with corticotropin, 80 mg. per day for 
28 days. In neither patient were there significant changes 
in muscle strength. A 6-year-old boy, with a dystrophy 
of three years’ duration, was treated with cortisone 
(intramuscularly ), 50 mg. per day for 18 days and 75 
mg. per day for 12 days. There was no change in muscle 


Duration 
of Dosage. Me. 
Case Age, Yr Sex ness (Mo.) Per Day 
49 F 12 
bon 76 F 24 40-20 


Improvement Rating * ad 
Days of uscle Fascieula- Bulbar 
Treatme:t Reflexes Strength Atrophy tions Symptoms Remarks 
0 0 2+ Asthenia 
developed 
2s 0 1+ Perforated 
duodenal 
uleer 
2 0 0 iq 
0 0 2+ 0 
0 “ 0 2+ Asthenia 
delirium 


* Improvement rating same as in Table 2. 


bility of nervous tissue. Investigations of these factors 
are being carried out at the present time. 

Amyotrophic Lateral Sclerosis —Seven patients with 
amyotrophic lateral sclerosis were treated with corfico- 
tropin (Table 4). There were three women and four men 
in the group, ranging in age from 38 to 76 years. The 
duration of illness varied from 3 to 36 months. Muscle 
strength and bulbar symptoms showed equivocal im- 
provement in two patients. There were no significant 
changes induced in the deep reflexes. Widespread fascic- 
ulations were present in six patients. Within three to 
four days of corticotropin administration, the fascicula- 
tions were diminished in four of these patients by 50 to 
75%, both to visual inspection and as experienced by the 
patient. However, electromyographically, the incidence 
of spontaneous single unit discharges was not signifi- 
cantly diminished. Within 48 hours after corticotropin 
therapy was stopped, the visible large fascicuiations 
returned. Generalized muscular asthenia developed 
toward the termination of therapy in three patients. Sig- 
nificant complications occurred in two patients, a tran- 
sient toxic delirium with paranoid features (Case 4) 
and a perforated duodenal ulcer, developing nine hours 
after the last dose of corticotropin (Case 37,*). All of 
these patients were followed from three to six months 


strength. Muscle biopsy performed after the therapy 
showed histological features similar to those described 
beforehand: “striated muscle with sarcolemma cell pro- 
liferation.” Creatin excretion, measured on the last day 
of drug administration, showed no significant difference 
from values obiained prior to treatment, the creatin- 
creatinine ratio remaining essentially unchanged. This 
finding is similar to that of Shy and associates.* 
Milhorat © administered corticotropin to two patients 
with progressive muscular dystrophy ef the facioscapulo- 
humeral! type and noted no significant alterations in mus- 
cular function. Shy and his associates* treated one 
patient with a juvenile muscular dystrophy without 
effect. These investigators also treated four patients with 
a myopathy of the dystrophic type that appeared in later 
life, i. e., after the menopause. In three of these patients, 


3. Sprague. B. G.: Cortisone and ACTH: A Review of Certain Physio- 
logic Effects and Their Clinical Implications, Am. J. Med. 10: 567-594, 
1951. 

4. Habif. D. V.; Hare. C. C., and Giaser, G. H.: Perforated Duodenal 
Ulcer Associated with Pituitary Adrenocorticotropic Hormone (ACTH) 
Therapy, J. A. M. A. 144: 996 (Nov. 18) 1950. 

5. Shy, G. M.; Brendiler, S.; Rabinovitch. R.. and McEachern. D.-.: 
Effects of Cortisone in Certain Neuromuscular Disorders, J. A. M. A. 
244: 1353-1358 (Dec. 16) 1950. 

6. Milhorat, A. T.: The Effect of ACTH in Myotonia Atrophica and 
in Progressive Muscular Dystrophy. in Mote, J. R.: Proceedings of the 
First Clinical ACTH Conference, Philadelphia, The Blakiston Company, 
1950, pp. 588-595. 
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cortisone induced a significant generalized improvement 
in muscle strength. It seems that corticotropin and cor- 
tisone are of no benefit in the usual forms of progressive 
muscular dystrophy. Further investigation is necessary 
to clarify the nature and responses of the dystrophy ap- 
pearing in later life. 

Myotonia Atrophica.—Three patients, all men, aged 
26, 32, and 41, were treated with corticotropin, 80 to 
100 mg. per day for 9 or 10 days. All the patients had 
the characteristic mechanical and electromyographic 
myotonic responses, particularly in the hands. Muscle 
weakness, although present, was not a prominent feature 
of any case. The mechanical and electromyographic 
myotonic reactions were not altered significantly in any 
patient. There were no changes in the general muscu- 
lar status. 

These findings are at variance with those of Shy, who 
noted an abolition of the myotonic response in two pa- 
tients within eight or nine days of cortisone therapy. It is 
doubiful that corticotropin and cortisone would induce 
different effects on this phenomenon; further investiga- 
tions are necessary to clarify this problem. Milhorat * 
reported the effects of corticotropin on two patients with 
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and eye movements were much improved, and he responded well 
to a test dose of neostigmine. On the ninth day, a transient de- 
lirium with paranoid features developed; this cleared in 12 
hours. During the next three weeks, he remained in an improved 
steady state and was often ambulatory. However, he required 
neostigmine, 30 to 45 mg. every three to six hours. The trache- 
otomy was removed. During the following three weeks, a gradual 
relapse developed, and the patient again became refractory to 
neostigmine. The patient died from pulmonary complications. 
He had not been given another course of corticotropin at the 
time of the relapse. 


In this patient, corticotropin apparently induced a 
transient remission; however, he had been in serious re- 
lapse and a state of crisis. This remission might have 
been a spontaneous occurrence of the type that occa- 
sionally follows a myasthenic crisis. 

Many patients with myasthenia gravis have been 
treated with corticotropin and cortisone by various in- 
vestigators, and it is apparent that a certain variability 
in response exists.’ In general, there was in most pa- 
tients an increase in the intensity of the myasthenic syn- 
drome during the period of drug administration similar 
to the asthenia noted above in other neuromuscular 
disorders. This effect has been reported to be minimized 


Tape 5.—Analysis of Six Cases of Disorders of the Extrapyramidal System Treated with Corticotropin 


2 
Corticotropin 
Duration of Dosage(Mg. Days of Clinical 
Case Diagnosis Age Sex Iliness Per Day) Treatment Response Remarks 

43 Sydenham's 13 F 1 mo. 80 10 None No signs of rheumatioe 
chorea activity 

49 Wilson's 31 F 2 yr. s) 14 Nons No changes in liver fune 
disease tion were induced 

disease 

5l Parkinsonism, M 5 yr. 100-200 7 ‘ 
postencephalitie 

Parkinsonism, 144 yr 100-20) 5 © 
arterioselerotic 

53 Parkinsonism, 70 FP 4 yr. 40 6 None Hypertension and hyper- 


arteriosclerotic 


glycemia developed 


myotonia atrophica. An over-all subjective improvement 
was noted, but no mention was made of any specific 
effect on the myotonia. Corticotropin and cortisone seem 
to be of no therapeutic benefit in myotonia atrophica. 
Any alterations in the myotonic response should be 
regarded as due to a physiological change in muscular 
reactivity by an unknown mechanism. 


Myasthenia Gravis.—One patient with myasthenia 
gravis was treated with corticotropin in this present 
series. 

REPORT OF A CASE 


Case 47.—A 57-year-old man had a four month history of a 
progressive generalized myasthenia, finally requiring hospitaliza- 
tion, a respirator, and tracheotomy. In the following month, there 
was little change. He could be out of the respirator for only one 
or two hours on infrequent occasions and was refractory to 
neostigmine (prostigmine*) bromide. Corticotropin was then ad- 
ministered, 100 mg. per day for nine days; no neostigmine was 
given during this time. A general improvement was noted within 
two to three days. After seven days, the patient was able to stay 
out of the respirator for 12 to 14 hours daily. Speech, swallowing, 


7. (a) Shy (5) Torda, C., and Wolff, H. G.: The Effects of Adminis- 
tration cf ACTH on Patients with Myasthenia Gravis, in Mote, J. R.: 
Proceedings of the Second Clinical ACTH Conference, Philadeiphia, The 
Biakiston Company, 1951, vol. 2, pp. 126-140. (c) Soffer, L. J., and others: 
The Effects of Anterior Pituitary Adrenocorticotropic Hormone (ACTH) 
in Myasthenia Gravis with Tumor of the Thymus, J. Mount Sinai Hosp. 
45: 73-82, 1948. (d) Millikan, C. H.. and Eaton, L. M.: Clinical Evalua- 
tion of ACTH Gortisone in Myasthenia Gravis. Neurology 1: 145-152, 
1951. 


by the administration of potassium chloride *”; however, 
in one case, an increase in “bulbar” symptoms re- 
sulted in death on the third day of corticotropin ad- 
miwistration.*” Torda and Wolff reported significant 
partial remissions induced by corticotropin in 10 of 15 
patients, the improvement usually appearing after the 
increase in symptoms during the course of treatment. 
Soffer and co-workers * noted clinical improvement in 
one patient that was associated with shrinkage of a thy- 
mic tumor following corticotropin therapy. Millikan and 
Eaton *@ described significant but transient improvement 
in two of five patients treated with corticotropin and 
cortisone. In most improved patients, neostigmine was 
still necessary, but the requirement was lowered. The 
mechanism of action and the therapeutic value of cor- 
ticotropin and cortisone in myasthenia gravis are still 
uncertain and require more study. 

Disorders of the Extrapyramidal System.—Six pa- 
tients with dyskinetic syndromes referable primarily to 
extrapyramidal system disease were treated with a course 
of corticotropin (Table 5). This group included Wil- 
son’s disease (hepatolenticular degeneration), Parkin- 
sonism, and Sydenham’s chorea. There was no signifi- 
cant effect on the dyskinesia or on the course of the 
illness in any patient. The rigidity present in the three 
cases of Parkinsonism was not affected. 
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Corticotropin is probably of no therapeutic benefit 
in acute and chronie disorders of the extrapyramidal 
system. No favorable responses were noted in two pre- 
vious patients with Sydenham’s chorea treated with 
_ corticotropin and cortisone (Aronson and co-workers *). 
Neither patient with Wilson’s disease had any gross 
alteration in liver function during the period of cortico- 
tropin administration. The effects of corticotropin on 
chronic liver disease have been reported by Bongiovanni 
and Eisenmenger.® Only transient, variable metabolic 
changes occurred. 


Chronic Focal Myelopathy of Undetermined Origin. 
—Two patients in this category have been treated. In 
both, spinal cord neoplasm had been ruled out by ap- 
propriate tests. 


REPORT OF CASES 


CasE 54,—In a 34-year-old woman a flaccid paraplegia, with a 
sensory level at 19+10, developed five years previously. Her 
status had been relatively stationary since that time. Cortico- 
tropin 80 to 100 mg. per day, was administered in two 14 day 
courses. There were no significant changes in her motor or sen- 
sory status. 


Case 55.—A 42-year-old man had numbness of the left lower 
extremity, progressive weakness, and stiffness of the right leg, 
with involuntary extensor spasms and urinary urgency, over a 
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the last two weeks of cortisone and for at least two 
weeks thereafter, two per second more typical spike 
and wave activity occurred in frequent spontaneous 
bursts, prior to and during hyperventilation. This could 
not be correlated with alterations in plasma electrolytes. 

Changes of this type and the appearance of abnormal, 
slow activity in previously normal electroencephalo- 
grams '° indicate an influence of corticotropin and cor- 
tisone on the electrical activity of the brain. Further evi- 
dence concerning the effects of these substances on 
cerebral excitability is obtained from reports of convul- 
sions appearing during corticotropin and cortisone ther- 
apy in patients without a previous history of seizures." 
The patients had acute disseminated lupus erythemato- 
sus, dermatomyositis, acute rheumatic fever, and psy- 
chotic depression. These observations are in some con- 
trast to those of Klein and Livingston,'? who noted an 
improvement in the seizure incidence and electroen- 
cephalograms of four of six children with epilepsy 
treated with corticotropin. Woodbury and co-workers *% 
found that desoxycorticosterone acetate raises the elec- 
tric shock seizure threshold in rats. Corticotropin alone 
depressed then raised the shock threshold, and cortisone 
alone lowered the threshold and heightened the sus- 


‘TaBLe 6.—Effects of Corticotropin and Cortisone in Three Patients with Epilepsy 


Effects 
Drug Dosage —- 
Case Type of Seizure Age Sex Basic EEG Abnormality and Duration EEG Seizures 
errs. Focal motor and 44 M Generalized 5-7/sec., right Cortisone 50 mg./day No change No significant 


psychomotor 
tion 


Grand mal, petit 32 F 
mal, psychomotor 


Grand mal, petit ll F 


motor focus, synehronous 
2-3/see, with hyperventila- 


Generalized 6-7/see. Atypical 
2-3, see. spike 
with hyperventilation 


nd-wave for one mont 


Continuous 2 ‘see. spike- 
and-wave activity 


for 4 days, 100 mg./ 


change; pos- 
day for 10 days 


sible increase 
in frequency 
Cortisone 100 mg./day Changed to No change 
continuous 

2/sec. spike- 

and-wave 

activity be- 

fore hyper- 

ventilation 

Corticotropin 80 mg./ No change 
day for 7 days 


No change 


period of four years. Examination revealed a Brown-Sequard 
syndrome, with a sensory level at T9 on the left and a spastic 
weakness of the right leg, with ankle clonus and positive Babin- 
ski sign. Corticotropin, 80 mg. per day, was administered for 14 
days. During this time, the spasticity almost disappeared, 
strength improved moderately, the ankle clonus disappeared, and 
the bladder function became normal. This improvement has been 
maintained with cortisone 100 mg. per day, over a period of 
three months. When 50 mg. of cortisone per day is given, there 
is some return of spasticity. 


These findings tend to parallel the observations in the 
patients with multiple sclerosis, i. e., diminution in 
spasticity, with better utilization of available strength, 
but no effect on flaccid paralysis and no significant alter- 
ation im sensory deficits. 

Epilepsy.—Preliminary studies have been made of 
the effect of corticotropin and cortisone on the convul- 
sive state. Thus far, three patients with epilepsy have 
been given these drugs (Table 6). There were no sig- 
nificant alterations in seizure pattern, frequency, or in- 
tensity. The electroencephalogram of one patient (Case 
57) became more abnormal during the administration 
of cortisone. Several pre-cortisone records, including 
some taken during periods of anticonvulsant drug dos- 
age manipulation, showed an infrequent atypical spike 
and wave activity only during hyperventilation. During 


ceptibility to these seizures. Corticotropin, adrenal cor- 
tical extract (ACE), and cortisone reduced the raised 
level of excitability produced by desoxycorticosterone 
to normal. The mechanism of these changes is still ob- 
scure but may be related to intracellular and extracellu- 
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lar shifts in electrolytes (particularly sodium and potas- 
sium). These factors have been discussed previously.’° 
Recently, Ransohoff and associates '‘ demonstrated, in 
one patient, the reversibility by administration of potas- 
sium, of coincident electroencephalographic change and 
toxic delirium induced by corticotropin. 


SUMMARY AND CONCLUSIONS 


The effects of the hyperadrenal state induced by cor- 
ticotropin and cortisone were studied in 58 patients with 
disorders of the nervous system. It was observed that 
many of the clinical manifestations and metabolic alter- 
ations associated with Cushing’s syndrome developed 
in this group of patients. The deleterious effects included 
weight gain, water retention, hypertension (with corti- 
cotropin only), hyperglycemia, rounding of the facies, 
facial hirsutism, acne, and generalized asthenia. In all 
instances, these effects could be controlled. Transient 
toxic delirium occurred in three patients (5% ). A per- 
foration of a duodenal ulcer (without preexisting his- 
tory) developed after corticotropin withdrawal, in one 
patient. 

No significant alterations were noted in patients with 
progressive muscular dystrophy, myotonia atrophica, 
Parkinsonism, Wilson’s disease (hepatolenticular degen- 
eration), and Sydenham’s chorea. Patients with amyo- 
trophic lateral sclerosis showed no improvement in 
muscle strength, and there was no effect on the progres- 
sion of the illness. Gross fasciculations were moderately 
diminished during the period of corticotropin admini- 
stration. The response in myasthenia gravis cannot be 
evaluated on the basis of the one case in this series. In 
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general, the effects of corticotropin and cortisone in this 
disorder are regarded as variable and equivocal at the 
present time. A significant increase was noted in the 
electroencephalographic abnormality of an epileptic pa- 
tient during cortisone administration. This finding is 
discussed in relation to induced seizures and other effects 
on cerebral excitability by these agents. 

Approximately one-third of a series of 33 patients 
with multiple sclerosis showed significant improvement 
of existing symptoms and signs, primarily of spasticity, 
ataxia, and bladder dysfunction. Sensory and chronic 
visual deficits were not affected. In most instances, these 
changes were transient, appearing only during the course 
of treatment and regressing afterward or during periods 
of placebo administration. In only two patients did 
improvements suggest an induced remission. Problems 
in the evaluation of this response and the possible 
mechanisms of action of corticotropin and cortisone are 
discussed. A group of patients with multiple sclerosis 
were given maintenance cortisone therapy, but it is too 
early to determine the effect on the exacerbation rate 
and course of the disease. No definite changes regarded 
as curative have appeared in any case. It cannot be 
stated at the present time that corticotropin and corti- 
sone are suitable therapeutic agents in multiple sclero- 
sis. These findings have merely indicated leads for fur- 
ther investigation. 


622 W. 168th St. (Dr. Glaser). 
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TREATMENT OF ATOPIC DERMATITIS WITH CORTISONE 


Thomas H. Sternberg, M.D., Victor D. Newcomer, M.D. 


Irwin H. Linden, M.D., Los Angeles 


Soon after corticotropin (ACTH) and cortisone be- 
came available for clinical investigation, it was noted that 
they were effective against a wide variety of dermatoses, 
including the atopic diathesis.° Initial reports of the use 
of these drugs in atopic dermatitis were enthusiastic and, 
in general, created the hope that the therapeutic solution 
of this perplexing problem was at hand. However, as 
clinical experience accumulated, it was noted that the 
pattern of response in atopic dermatitis * is similar to that 
observed in rheumatoid arthritis,‘ lupus erythematosus,° 
and certain other diseases,® in that it is characterized by 
marked initial improvement, followed by a relapse when 
therapy is discontinued. The present study was initiated 
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for the purpose of determining the therapeutic value of 
cortisone in a group of patients with atopic dermatitis, 
when given for a prolonged period of time and under con- 
ditions permitting detailed observation. In order to avoid 
diagnostic confusion, we wish to point out that we con- 
sider atopic dermatitis to be the dermatological compo- 
nent of the eczema-asthma-hay fever complex. It is 
considered by some clinicians to be disseminated neuro- 
dermatitis. 
MATERIAL 

Our case material consisted of 24 adults with chronic 
severe atopic dermatitis in whose cases there was no diag- 
nostic uncertainty. Borderline, aberrant, and mild forms 
of the disease were excluded from this study. The pa- 
tients’ ages ranged from 19 to 44, the mean being age 
27.7. Eighteen were males and six were females. All were 
white except for one Japanese male. The duration of the 
dermatitis in these patients varied from one and one-half 
years to lifetime. Over one-half the patients had an im- 
mediate family history of one or more components of the 
ec -asthma-hay fever complex. Nineteen of the pa- 
tients were hospitalized and were permitted to obtain 
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maximum benefit from bed rest prior to initiation of cor- 
tisone therapy. The five patients treated on an outpatient 
basis had previously been under observation and treat- 
ment for prolonged periods of time. In all patients the 
dermatitis was active at the time treatment was instituted. 
In one patient the atopic dermatitis was associated with 
actively developing bilateral lenticular cataracts. 

Prior to therapy the condition of each patient was 
carefully evaluated by a considerable number of labora- 
tory studies. Daily complete blood cell counts, total 
eosinophil counts, urinalyses, and uric acid and creati- 
nine levels were obtained, and the weight and blood 
pressure of each patient were measured. Electrocardio- 
grams and measurements of blood sodium and potassium 
levels, urinary 17-ketosteroids, and fasting blood sugar 
levels were made at less frequent intervals. It was found 
that this frequent testing gave no information of value in 
determining the amount of medication necessary for ini- 
tial control of the dermatitis or the amount required to 
maintain improvement. Except for twice weekly uri- 
nalysis, weekly blood cell counts, and daily weight and 
blood pressure determinations, the above tests were dis- 
continued and utilized only when a patient’s general 
condition was such that they were indicated. 


METHODS OF TREATMENT 
Three general methods of administration of cortisone 
(cortone*) were evaluated: intramuscular, oral, and 
topical. After initial experimental observations, it was 
found that an individual daily dose of 200 to 300 mg., 
administered either orally or intramuscularly, produced 
the best results. This dose was continued until maximum 
benefit was obtained. The medication was then discon- 
tinued by one of the following methods: (1) complete 
and sudden discontinuation, (2) gradual reduction of 
daily dose, (3) increase in time intervals between doses, 
(4) administration of a terminal course of corticotropin, 
or (5) substitution of orally administered pregnenolone 
acetate for cortisone. Topical medication consisted of 
application three times daily to one arm of an ointment 
containing 5.5 mg., and later 25 mg., of cortisone per 
gram of base, with a control ointment being used on the 
other arm. In a number of patients, treatment was begun 
with intramuscular administration of cortisone and later 
was changed to oral administration. In several instances 
the reverse procedure was used. The outpatients were 
treated by both methods. All hospitalized patients were 
discharged to the outpatient department for further ob- 
servation and treatment as soon as their clinical condi- 
tion permitted. A number of patients were used as con- 
trols; they were given cortisone and placebo medication 
at alternate intervals. During the administration of corti- 
sone all patients were placed on low salt diets and were 
given 5 grains (0.32 gm.) of potassium chloride three 
times daily. 
| RESULTS 
A daily dose of 200 to 300 mg. of cortisone produced 
a dramatic improvement in all but one of the patients. 
The pruritus subsided 24 to 48 hours after treatment was 
begun, resulting in restful sleep and a general feeling of 
well-being for the patients. Within 2 to 4 days, objective 
clinical improvement became apparent and reached its 
maximum in the next 7 to 14 days. By this time, the skin 
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appeared normal in all areas except those in which cu- 
taneous involvement had been long-standing, namely, the 
flexural areas of the extremities. Here, a moderate degree 
of lichenification generally persisted. Concurrently, the 
patients’ appetites improved, and the majority slowly 
gained weight. One patient did not tolerate cortisone. He 
was subsequently treated with corticotropin and ob- 
tained a complete, although temporary, healing of his 
dermatitis. 

After healing was complete, usually in 10 to 14 days, 
treatment was discontinued by one of the several meth- 
ods previously mentioned. All patients in whom cortisone 
was abruptly terminated began to relapse 24 to 36 hours 
after the final dose. The first evidence of relapse was 
pruritus in the formerly involved sites, followed shortly 
by the appearance of erythema, papules, and excori- 
ations. Within two to seven days the dermatitis had in 
most cases relapsed to its pre-cortisone level of severity 
or had become worse. Because of this initial experience, 
the following methods of termination of treatment were 
studied in the hope of maintaining the benefits of corti- 
sone: 1. The daily dose of cortisone was decreased grad- 
ually over a two week period. When it reached the range 
of 75 to 100 mg., most of the patients began to relapse, 
and all relapsed with a dose below 75 mg. 2. A dose of 
200 to 300 mg. was given every second day, then three 
times weekly, and finally twice weekly. With this sched- 
ule, mild symptoms developed in most of the patients on 
the days cortisone was not administered. When an at- 
tempt was made to reduce the individual dose below 150 
mg., or to discontinue treatment entirely, all patients re- 
lapsed; however, this schedule was partially successful, in 
that the dermatitis could usually be controlled on an out- 
patient basis with a dose of 150 to 200 mg. three times 
weekly. 3. Cortisone dosage was tapered off gradually 
for one week, during which time corticotropin was ad- 
ministered in a maximum dose of 60 mg. daily. At the end 
of one week, cortisone was discontinued entirely, and, 
during the following week, corticotropin was gradually 
decreased and finally discontinued. This regimen was un- 
successful. 4. In a large group of the patients cortisone 
was gradually discontinued, during which time the pa- 
tients were given daily doses of 1 to 2 gm. of pregneno- 
Jone acetate by mouth. All relapsed as the cortisone was 
discontinued, and no benefits could be ascribed to the 
pregnenolone acetate. It is emphasized that this does not 
represent a true evaluation of pregnenolone therapy in 
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atopic dermatitis, since the drug was administered under 
circumstances in which there was adrenocortical insuf- 
ficiency produced by the cortisone. 

Patients in this series have been under our observation 
for periods of 2 to 12 months. Many have received three 
or four subsequent successful treatments with cortisone, 
and have been subjected to one or more of the various 
tapering-off schedules. In none has there been any per- 
manent beneficial effect from cortisone treatment, nor 
has there been any evidence of the development of corti- 
sone resistance, since, following relapse, all patients again 
responded satisfactorily to 200 to 300 mg. of cortisone 
daily. 

Orally administered doses of 200 to 300 mg. daily 
proved in most instances to be as effective as the same 
amount given intramuscularly; however, in lower doses, 
25 to 50% more cortisone was required with oral 
administration than with intramuscular injection to pro- 
duce the same results. To make this comparison a num- 
ber of patients were stabilized on 100 to 150 mg. given 
intramuscularly daily. The treatment was then changed 
to the same dose given orally, and the majority showed 
mild relapses; it was necessary to increase the orally 
administered dose to restore their former freedom from 
symptoms. It was also noted that the beneficial effects of 
orally administered cortisone seemed to be of shorter 
duration, and more frequent administration was nec- 
essary. 

All the control patients, to whom placebos were given 
for three to five day intervals, improved while receiving 
cortisone and relapsed while receiving placebos. 

In two of the five patients receiving controlled treat- 
ment with topically applied cortisone ointment, a pustular 
dermatitis developed on the cortisone-treated side within 
48 hours, and it was necessary to discontinue treatment. 
The others received little or no benefit from the corti- 
sone, and this treatment was discontinued after several 
weeks. 

In the patient with actively developing bilateral len- 
ticular cataracts, cortisone, administered intramuscularly 
over a four week period, resulted in complete healing of 
the dermatitis but had no apparent influence on the 
course of the cataracts. 

The following side-effects of cortisone therapy were 
observed in this group of patients: 1. Mild euphoria oc- 
curred in all patients during the time they were symptom 
free. 2. In two patients moon facies developed after two 
and three weeks of treatment, respectively. The condi- 
tion was mild and unaccompanied by other symptoms of 
Cushing’s syndrome. 3. In four patients an acneform 
eruption developed on the chest or face, which disap- 
peared after discontinuation of therapy. In two a pustular 
dermatitis developed from cortisone ointment. 4. Most of 
the patients were of an icthyotic habitus, perspiring very 
little. Concomitant with improvement in their dermatitis, 
they noticed a marked increase in perspiration. 5. In two 
patients hyperpigmentation developed while they were 
receiving cortisone. One had a diffuse mild hyperpig- 
mentation on the backs of the hands. The other had small 
macular pigmented lesions, which, on biopsy, were in- 
terpreted as lentigines; these disappeared after cortisone 
was discontinued. 6. One patient showed intolerance to 
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cortisone. On the second day of treatment he had a 
temperature of 102 F (39 C), local soreness and tender- 
ness at sites of injection, and an erythematous papular 
eruption involving the axillary folds and the upper por- 
tion of the chest. Cortisone therapy was discontinued and 
these symptoms rapidly subsided. He had no such reac- 
tion to subsequent corticotropin therapy. In this series of 
patients we did not observe any of the serious effects 
sometimes encountered during cortisone treatment. This 
is possibly a reflection of the younger age and good gen- 
eral health of the patients as a group. 


COMMENT 

Despite the duration and severity of atopic dermatitis 
in these patients, all except one responded to adequate 
dosage of cortisone, and this patient responded to corti- 
cotropin. The response began within the first day or two, 
and maximum improvement was reached in 10 to 14 
days. To our knowledge, this is the first medication that 
has had a consistent beneficial influence on the course of 
the disease. The maintenance of this level of improve- 
ment requires continual administration of cortisone. The 
disease does not seem to become refractory to cortisone. 
To date, we have seen little evidence that temporary ad- 
ministration of cortisone influences the future course of 
atopic dermatitis. The other effects of prolonged corti- 
sone therapy will be the limiting factors in determining 
the usefulness of cortisone in the treatment of this dis- 
ease. Although our series of patients represents a group 
of young and otherwise healthy persons, the control of 
their dermatitis appears to require a larger maintenance 
does than that reported for other chronic diseases.* The 
undesirable effects of prolonged therapy, particularly 
with high dosage, have not been sufficiently studied, but 
there is considerable evidence accumulating to indicate 
that they may be serious. Until these factors are better 
known, we believe that cortisone treatment of atopic 
dermatitis should not be extended beyond a period of 
four to six weeks. 

In our experience, the most objectionable feature of 
cortisone therapy for this disease was the development, 
in almost all instances, of a depressive reaction coincident 
with relapse. Since atopic dermatitis is a chronic illness, 
patients usually are able to establish a mental adjustment 
to their condition. However, the dramatic objective ef- 
fect of cortisone was accompanied by an equally dramatic 
subjective improvement in our patients that upset their 
previous adjustmemt and engendered the belief that a 
cure for their terrible disease had finally been found. Un- 
fortunately, upon cessation of therapy, they were unable 
to accept the return of their dermatitis and requested or 
demanded more cortisone, despite our advice to the con- 


_ trary. In several persons these demands were, in many 


respects, comparable to those seen in drug addicts. 

At the present state of our knowledge of and experience 
with cortisone in the treatment of atopic dermatitis, we 
believe that it has a certain limited usefulness, namely, 
the control of severe exacerbations that have occurred 
despite the use of all conventional modalities of therapy. 
Even in these instances, use of the drug should be dis- 
continued as soon as possible. We believe cortisone is 
contraindicated in mild to moderate cases. 
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SUMMARY 


1. Twenty-four patients with severe atopic dermatitis 
were treated with cortisone, administered intramuscu- 
larly, orally, and topically. 

2. Daily doses of 200 to 300 mg. of cortisone, admin- 
istered either orally or intramuscularly for a period of 
10 to 14 days, produced complete healing of the derma- 
titis in all but one patient, who was intolerant to the drug. 
This patient responded to subsequent corticotropin 
therapy. 

3. Intramuscular administration was observed to be 
the most effective method. Oral administration was satis- 
factory, but slightly higher doses and more frequent ad- 
ministration were required. Topical application of corti- 
sone cintment was ineffective in a small group of patients. 

4. All patients relapsed after cortisone treatment was 
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discontinued, irrespective of the method of terminating 
treatment. Remissions could be maintained with con- 
tinuous cortisone therapy. 

5. Other effects of cortisone that have been insignifi- 
cant in this series of patients are euphoria and diaphoresis 
in all patients, moon facies in two, pigmentation in two, 
and acneform eruption in four. 

6. At present, we believe the use of cortisone in the 
treatment of atopic dermatitis should be confined to 
severe cases in which all conventional modalities have 
failed to arrest the progress of the disease. In these cases 
the course of therapy should be limited to four to six 
weeks. 

7. We believe cortisone therapy to be contraindicated 
in mild to moderate cases of atopic dermatitits. 


405 Hilgard Ave. (Dr. Sternberg). 


PROGRESS IN REDUCTION OF NEEDLESS NEONATAL DEATHS 


CHALLENGE TO THE HEALTH OFFICER AND THE MEDICAL PROFESSION 


Herman N. Bundesen, M.D., Sc.D., Edith L. Potter, M.D., William 1, Fishbein, M.D., Frank C. Bauer, A.B. 


Gertrude V. Plotzke, R.N., Chicago 


The continued high neonatal mortality rate, especially 
of premature infants in the early days of life, must be re- 
garded as a national reproach, and health officers must 
bear their full share of responsibility for these needless 
deaths. In Chicago during 1951, 75.8% of all infant 
deaths occurred during the first month; 88.1% of the 
deaths during the first month occurred during the first 
week, and 50.1% of the deaths in the first week occurred 
during the first day. Although only 8.2% of all the births 
in 1951 were premature, 69.8% of all the neonatal 
deaths were in premature infants. The neonatal prema- 
ture mortality rate during 1951 was 171.4 per 1,000 
live premature births, compared with the rate of 6.0 per 
1,000 live full-term births. 

Although individual physicians over the years have 
aided in decreasing the number of these deaths, their 
sphere of influence usually has been so limited that each 
working alone could accomplish relatively little. The 
health officer of a municipality, however, is well fitted to 
assume a major share of the joint responsibility for the 
reduction of the neonatal mortality rate. In failing to do 
so, he renders a disservice to his community. 

It was evident to us as early as 1935 that one impor- 
tant reason for slow progress in reducing infant mortality 
was lack of knowledge of the exact causes of infant 
deaths. Many of the reports of causes of infant deaths, as 
obtained from death certificates everywhere, were inac- 
curate, misleading, and provided little usable informa- 
tion, because they were not based on satisfactory 
postmortem examinations and complete clinical investi- 
gations. If the problem of decreasing infant deaths was 
to be properly attacked, reliable information as to the 
most important causes first had to be obtained. There- 
fore, an extensive, long-range study of infant mortality, 
as shown by satisfactory postmortem examinations, was 
started by us in 1935. (To be considered satisfactory, a 


postmortem examination must have been done by a com- 
petent pathologist who was familiar with fetal and infant 
pathology; must have included a gross examination of the 
entire body, including the brain and cranial cavity; must 
have included a microscopic examination of any tissues 
necessary to make an acccurate diagnosis; and must have 
included a complete report of the results of the examina- 
tion. Whenever the postmortem record stated that micro- 
scopic examinations of all important tissues were not 
made, but the cause of death was obvious to the trained 
pathologist from the examination made, the examination 
was also considered satisfactory. ) 

The health department through its chief health officer 
initiated, integrated, and implemented this study and was 
the driving force behind it. The formulation and activa- 
tion of the study were facilitated by the constant help and 
cooperation of Chicago’s physicians, hospital administra- 
tors, nurses, and others. Physicians were assigned to re- 
view the course of events preceding the death of every 
infant. To obtain all possible pertinent information, the 
attending physician, parent, nurse, and many others were 
questioned, and hospital records were studied. A real 
effort was made to have postmortem examinations per- 
formed in every case, and within a short time postmortem 
examinations were being performed on approximately 
85% of all dead infants (a percentage that is still in 
effect). The services of a highly trained pathologist es- 
pecially interested in the problems of early infancy were 
obtained. She stimulated pathologists in the city to a 
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greater interest in this field and to improvement of post- 
mortem examinations. Many of the examinations were 
performed by her or under her supervision. 

A staff of workers was assigned to collect data on all 
clinical investigations and postmortem examinations and 
to determine how the then available, limited data could 
best be put to use. Evaluation of the information obtained 
by our preliminary studies during the formative, develop- 
mental years revealed important factors responsible for 
infant deaths that required investigation as much as the 
pathological lesions causing death. One of the important 
examples of the conditions brought to light by these in- 
vestigations was the unsatisfactory conditions in the 
maternity divisions of hospitals. 

We, therefore, continued to determine the pathological 
lesions causing death but expanded our study,’ using a 
staff of specially trained personnel to explore other cardi- 
nal factors. From these studies we became aware that the 
greatest effort must be concentrated on the neonatal 
period, particularly the first day or two of life, and on the 
smaller premature infants. Most deaths in infants in the 
first days of life and m premature infants were found 
by us to be directly related to conditions existing in the 
mother during pregnancy, to the conduct of labor and 
delivery, and to the immediate postnatal care of the 
infant, and that is where we had to intensify efforts. In 
many cases hospital administration was unsatisfactory 
in assuring the best facilities for the care of mothers 
and their infants, and all steps were not being taken 
to make sure that hospital procedures were satisfactory. 

From our expanded investigation we obtained much 
valuable statistical data that aided us in critically but con- 
structively appraising unsatisfactory conditions leading 
to neonatal deaths, especially in hospitals, for it was 
there that most of the births and neonatal deaths were 
occurring. Our study aided us in reevaluating our previ- 
ous procedures, so that, wherever necessary, new and 
more effective ones were instituted. As we more fully 
realized the needs of the program from our preliminary 
observations, a statistical department was instituted with 
a large staff of trained workers, under the direction of 
an Outstanding recognized biostatistician, to tabulate 
and analyze the vast amount of data in our possession. 


1. This expanded study was aided by a number of other outstanding 
obstetricians, pediatricians, and biostatisticians throughout the nation. 
Among the obstetricians, Fred L. Adair’s pioneering work led us to the 
inauguration of a full scale long-term program of obtaining satisfactory 
postmortem examinations on a large series of infant deaths. Nicholson J. 
Eastman has pioneered in the study of high rates of premature births in 
women of lower socioeconomic status. Howard C. Taylor suggested to us 
that graphs would increase the value of the presentation and improve the 
presentation of the material as a teaching medium. Among the pediatri- 
cians, Francis F. Schwentker brought to our attention the newer knowledge 
relating to high humidity for premature infants, and Julius Hess guided 
us in our study of mortality among premature infants. Among the bio- 
statisticians, Philip Hauser pointed out the close relationship between 
socioeconomic status and neonatal mortality. Margaret Martin and Paul 
M. Densen drew our attention to the need for determining mortality rates 
in order to draw sounder conclusions. 

2. The complete presentation of the 22 objectives, combined into 11 
sections, is in process of publication and will be available from the Chi- 
cago Health Department. It includes all the details of statistical data 
connected with the problem, and details the many problems encountered 
in reducing neonatal mortality. It describes completely the plan for solu- 
tion of the problem and enabies those interested to follow the entire 
procedure upon which our philosophy for controlling neonatal mortality 
is based. Particular care has been taken to make the descriptions and 
discussions as detailed and complete as possible for those who have a 
direct and intensive interest in our activities. 

3. Federal Security Agency, Public Health Service: Personal communi- 
cation to the authors, Feb. 9, 1950. 
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These unique statistical data were for day-to-day use in 
guiding us in the control of immediately remediable con- 
ditions as well as for long-term studies to direct the gen- 
eral course of action. 


PROGRAM TO REDUCE NEONATAL MORTALITY 

Altogether the data accumulated by our expanded 
study gave us the essential information from which we 
developed a workable, long-term, 22 point program,’ 
with each item covering a well-defined objective. For 
this paper we have combined these 22 objectives into 
four all-inclusive major objectives. In outlining our plan 
of procedure we constantly kept ourselves aware of our 
objectives, our course of action, the desirability of col- 
lecting and analyzing reliable statistical data, and the 
need for recording and acting upon our resultant con- 
clusions, all in full accord with the views of those men 
of integrity who are so successfully piloting the course 
of organized medicine. 

OBJECTIVES 

Our first major objective was to outline the way in 
which the health officer with the aid of the medical pro- 
fession can carry out his part of the program for reducing 
neonatal mortality. We carefully reviewed the duties and 
obligations of a conscientious health officer, the require- 
ments of the city ordinances for hospitals, the require- 
ments of the regulations of the board of health for ma- 
ternity divisions of hospitals, and the facilities available 
to the health officer. This review showed that the health 
officer does have a vital role in reducing neonatal mor- 
tality. He also has the authority, personnel, equipment, 
official records, and adequate data to determine many of 
the factors responsible for neonatal mortality. 

Although local health officers are among those most 
concerned with the problem of neonatal mortality and 
have so much basic material to aid in its reduction, never- 
theless, in the national meetings organized to discuss 
this problem, the experienced local health officer has sel- 
dom been invited to attend. It has been stated, “Some 
time ago, the Children’s Bureau called a meeting of 
various authorities concerned with the problem of neo- 
natal deaths in order to ascertain what further steps 
might be taken to work toward a solution. At this meet- 
ing were representatives of the Public Health Service, 
the Children’s Bureau, The National Office of Vital Sta- 
tistics and the American Hospital Association, as well as 
a number of leading obstetricians and pediatricians.” * It 
will be noted that local health officers were not mentioned 
as being present. 

Our second major objective was to determine the 
causes of neonatal deaths and all the factors that might 
have contributed to them. To find the causes of death we 
set up methods and techniques of making postmortem 
examinations and clinical investigations for determining 
the specific pathological lesions responsible for deaths in 
a large enough number of cases to be representative. 
Among other things our investigations were planned to 
find how conditions in the infant’s mother and associated 
with the infant’s birth contributed to neonatal deaths; to 
study ali the causes of death, as shown by postmortem 
examinations and clinical investigations, and to analyze 
their percentage distributions; to analyze the essential 
causes of death when an immediate and underlying cause 
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were both present; to study the causes of post-neonatal 
deaths to compare them with the causes of neonatal 
deaths; to find the age period when neonatal mortality 
was highest; to determine how the birth weight affected 
the survival of infants; to caiculate the mortality rate for 
each cause; to study the effect of race; to determine the 
effect of socioeconomic status; and to prepare statistical 
tables and graphs to demonstrate more clearly all the 
important points. 

Our third major objective was to determine what faulty 
hospital and health department procedures were respon- 
sible for high neonatal mortality and wherein the hospital 
and the health department had not seen to it that a num- 
ber of these faulty procedures were promptly and com- 
pletely corrected. To accomplish this successfully two 
appraisal and scoring systems were employed, one for 
hospitals and one for the health department. Procedures 
in hospitals were carefully studied and evaluated, since 
certain faulty hospital procedures as well as certain fac- 
tors neglected by the health department were responsible 
for many needless deaths. To help reveal faulty hospital 
procedures, hospital records had to be made complete 
and accurate, to depict correctly what occurred prior to 
the death of every infant. 

Our fourth major objective was to formulate and make 
operative a workable plan for correcting the continuing 
deficiencies of hospitals, the health department, and 
others. To construct such a plan, we knew an earnest 
effort had to be made to discover hospital errors quickly, 
and set up procedures for promptly correcting and keep- 
ing them corrected, as well as for correcting faulty pro- 
cedures and neglected factors that were contributing to 
deaths in the home. We also realized our own health 
department procedures had to be promptly corrected and 
kept corrected, and we saw the need for assuring that 
obstetricians, pediatricians, nurses, hospital administra- 
tors, nutritionists, and social service agencies had the 
facilities, personnel, and authority necessary to carry 
out their part in the program. 


‘COURSE OF ACTION TO ATTAIN OUR FOUR 
MAJOR OBJECTIVES 
To attain our first objective, the health officer formu- 
lated regulations in cooperation with the Joint Maternal 
Welfare Committee of Cook County covering the per- 
sonnel, procedures, and equipment in hospitals. This 
committee was organized by the Chicago Health De- 
partment, together with local medical societies, in 1937. 


It was made up of members selected by each of the . 


groups in the city especially concerned with the care of 
mothers and infants, including the Chicago Medical So- 
ciety, Chicago Pediatric Society, Chicago Gynecological 
Society, Chicago Hospital Council, American College 
of Surgeons, Cook County Coroner’s Office, Infant Wel- 
fare Society, First District, Illinois State Nurses’ Asso- 
ciation, and the Chicago Health Department. 

The health officer enforced the regulations of the 
maternal welfare committee. He instituted a program for 
obtaining satisfactory postmortem examinations and 
complete clinical investigations on a large enough num- 
ber of neonatal deaths to be statistically significant. He 
made a careful study of hospital procedures and errors 
responsible for neonatal deaths, and took steps to correct 
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them, and he studied his own procedures and then im- 
proved them. 

To attain our second objective, we set up a program 
for obtaining postmortem examinations and clinical in- 
vestigations on as many infant deaths as possible. Our 
special pathologist did a large number of examinations, 
and aided other pathologists in many different hospitals 
in interpreting their postmortem findings. The qualifica- 
tions of those performing the postmortem examinations 
on infants were investigated to determine whether or not 
such postmortem examinations as they did were satisfac- 
tory for our analyses. 

Since, by 1950, the personnel and facilities were avail- 
able, we compiled and thoroughly studied the extensive 
data on postmortem examinations and clinical investiga- 
tions collected during the 14 year period, as well as the 
conditions in hospitals that contributed to neonatal 
deaths. From 1936 through 1949, satisfactory postmor- 
tem examinations were made in 10,021 neonatal deaths. 
Many more postmortem examinations were performed 
but were not included in our study because they were 
incomplete or of poor quality. Only results of satisfac- 
tory postmortem examinations were included in our 
analysis. Results of accurate clinical investigations were 
obtained and analyzed in 8,905 of the 10,021 deaths. 

The causes of death, as determined by postmortem ex- 
aminations, and the data from the clinical investigations, 
such as age at death and weight at birth, were coded and 
classified. Then they were transferred to Interna- 
tional Business Machine cards and tabulated by machine. 
From these cards 624 tables with more than 300,000 
cross tabulations were prepared. Only 112 of the tables 
that showed the more significant and essential data and 
brought out the most important points in relation to our 
program for reducing neonatal mortality were selected 
and included in our complete presentation. The 512 re- 
maining tables that do not reveal facts very pertinent to 
the purpose of this presentation were available for future 
study. In addition, 31 graphs were prepared to illustrate 
the most important points in the tables. 

To attain our third objective, we made thorough, com- 
plete inspections of the maternity divisions of hospitals, 
using the all-inclusive hospital inspection, rating, and ac- 
counting forms (scoring form) to aid in making these 
inspections uniform and complete. This audit form has 
been in successful use for some time, and we believe it 
is the first such form that has been utilized in making 
hospital inspections complete and thorough. We have 
made a careful search of the medical literature and can 
find nowhere reference to such an all-inclusive, detailed 
plan of enforcing hospital regulations. Another scoring 
form was formulated for rating the efficiency not only of 
health department hospital survey teams but of the health 
officer as well. Complete and constant enforcement of all 
our regulations was made possible by the adoption and 
efficient operation of these two audit and scoring forms. 
The audit and scoring form for hospitals made it possible 
quickly to detect hospital errors and violations of the 
regulations, since it included all items concerning per- 
sonnel, procedures, facilities and records, and hospital 
services necessary for the maternity divisions of hospitals, 
and scored violations of the city ordinances and regula- 
tions of the board of health. 
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Our survey teams of trained physicians and nurses 
used the appraisal system to detect and record accurately 
the specific errors and violations in the various hospitals, 
especially in those that had comparatively high mortality 
rates in premature or full-term infants. After the hospital 
was inspected, errors in techniques and procedures, lack 
of facilities, and deficiencies of personnel could be re- 
lated to the mortality rate of the institution, so that the 
direction of effort could be determined. 

The audit and scoring form for the health department 
is used by the health officer to score the efficiency of the 
survey teams and of the health officer himself. The sur- 
vey team is charged with the duty of discovering viola- 
tions of the regulations, unsatisfactory techniques, and 
other factors contributing to needless neonatal deaths, 
and of following through and actually obtaining correc- 
tion of these conditions. The health officer, who is 
charged with the duty of keeping his personnel working 
efficiently on the problem, scored himself to make sure 
that he and they did not permit the regulations to be ig- 
nored or breakdowns or violations to slip by unnoticed. 
Incidentally, to do this job well, the health officer had to 
be critical of himself as well as of his personnel to make 
sure that no lapses occurred. He actually scored himself 
on the degree of fulfillment of his executive functions in 
this connection, with the same zeal as he scored the 
hospitals. 

Tables of mortality rates of groups of infants of various 
birth weights in each hospital were prepared, from which 
the age and weight groups with greatest mortality could 
be determined. For example, these tables show the mor- 
tality rates for premature infants that die during the first 
day, week, month, and year. They show the mortality 
rates for premature infants of various weights and for 
full-term infants. Thus, high mortality rates in full-term 
infants often mean that deaths are occurring that could 
be prevented by good obstetric practices, since most 
deaths in full-term infants during the first few days are 
due to obstetric causes, including lack of prenatal care. 
High mortality rates in premature infants (particularly 
the smaller ones) also often indicate poor obstetric man- 
agement and inadequate prenatal care, but in addition 
signify lack of satisfactory early premature infant care, 
since with optimal care many of even the smallest infants 
will survive. 

The health officer compared the rates in the various 
hospitals and determined in which hospitals the rates 
were highest. He also checked the changes in rates for 
the city as a whole and of each hospital, year-by-year, 
and month-by-month. When rates were increasing, he de- 
determined the cause by investigating the quality of nurs- 
ing care, obstetric procedures, and facilities, and made 

every effort to cooperate in obtaining the necessary cor- 
rective action. 

Studies of the facts pertaining to individual deaths 
aided in bringing to light certain preventable factors, 
such as failure to be properly prepared promptly to trans- 
fuse an infant with erythroblastosis, because the diagnosis 
was not made in advance; because blood and transfusion 
facilities and specially trained personnel were not avail- 
able in the hospital; or because of failure to diagnose and 
treat infections efficiently. By making certain that such 
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deficiencies and many others were corrected as soon as 
detected, similar occurrences were generally prevented. 

To attain our fourth objective, we formulated and 
made operative a definite workable, detailed plan to re- 
duce infant mortality, now known as the Chicago Plan. 
In summary, as it is in operation today, the plan includes 
the thorough investigation of every infant death. Empha- 
sis is placed on the importance of a satisfactory post- 
mortem examination. The clinical history is obtained as 
soon as possible after death and is correlated with the 
postmortem findings. The records of the postmortem 
examination and clinical investigation are collected, and 
the data from them are carefully analyzed. Data pertain- 
ing to live infants, such as those from monthly hospital 
reports, are collected for special studies to determine 
mortality rates. 

Meetings are held with physicians by the Joint Mater- 
nal Welfare Committee of Cook County and its subcom- 
mittees to discuss maternal and infant deaths, in order 
to familiarize physicians with preventable factors and to 
obtain their full cooperation, since the highest quality 
of obstetric and pediatric care can be developed only 
with full cooperation of all concerned. Individual confer- 
ences are held by the health officer with hospital admin- 
istrators, physicians, and others when mortality rates 
are too high, to talk over and improve existing conditions 
in hospitals. Home calls are made by nurses to instruct 
mothers in the care of their infants when no private physi- 
cian is in attendance. Printed material concerning pre- 
natal care and care of infants is made available and dis- 
tributed without charge. 

Regulations for maternity divisions of hospitals, new- 
born and premature nurseries have been passed and are 
now enforced. They include specifications for the loca- 
tion, equipping, and staffing of rooms for labor, delivery, 
and postpartum care of mothers and nurseries for infants. 
Hospitals are required to have on duty at all times nurses 
specially trained in the care of premature infants. The 
nursery for newborn infants must be under the direction 
of a well-qualified pediatrician, and he must be given full 
authority to set up well-established rules of procedure 
that apply to all infants, whether on private or ward serv- 
ice, and given authority to make sure that these rules 
are being followed to the letter without interruption. 

Pediatric consultation is required within 24 hours (or 
sooner if the infant’s condition demands it) for prema- 
ture infants and all sick infants. It is required that all 
infants be examined by a physician prior to discharge 
from the hospital, and no infant in poor condition may 
be discharged. Regulations are enforced for the conduct 
of labor, especially those relating to obtaining consulta- 
tion for complicated operative procedures by physicians 
who are not specialists, as recommended by the Joint 
Maternal Welfare Committee. 

A thorough check of hospital records is made to aid, 
among other things, in determining when consultation as 
required by the regulations for the delivery of the patient 
is not called, so that the hospital administrator may be 
informed and make sure that consultation is caded when 
it is required. 

Regulations are enforced for the care of the newborn 
infant, both in the delivery room and the nursery. Some- 
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one familiar with the care of the premature infant must 
be present in the delivery room at the time of delivery of 
such an infant. Necessary equipment for caring for the 
infant must be available, and proper incubators for trans- 
porting these infants from the delivery room to the nurs- 
ery must be provided. Revisions of the regulations are 
suggested by the Joint Maternal Welfare Committee as 
increasing knowledge shows the need. 

Hospital records are studied by thoroughly competent 
specially trained reviewers, using a comprehensive, all- 
inclusive audit form to determine their completeness, 
accuracy and uniformity. Hospital facilities and practices 
are evaluated to make sure that all modern methods are 
utilized in the care of premature infants in hospitals, and 
that adequate facilities and specially trained personnel 
are provided. The regulations formulated and adopted by 
the board of health on March 15, 1938, are actively en- 
forced, and hospital administrators are shown the neces- 
. sity of compliance. 

Prenatal and infant care are made available through 
city-wide clinics for those unable to afford a private 
physician. The health department makes every effort to 
see that adequate prenatal care is provided by demanding 
compliance with the regulations requiring that a com- 
plete prenatal record be filed as a part of each hospital 
record; by education of women in the need for early and 
continued prenatal care under their own physician; and 
by a case-finding and case-holding program to make sure 
that pregnant women who do not have a private physi- 
cian have prenatal care early and that they return to the 
clinic regularly and frequently. | 

Homes in the lower socioeconomic groups are inves- 
tigated prior to home delivery. If homes are found not to 
be satisfactory for deliveries, every effort is made to see 
that the mother is moved to a hospital. Ambulance incu- 
bators are provided when transportation of premature 
infants is necessary. This includes the use (established 
by us in 1935, and continuously in service since that 
time) of the first municipal transport service for pre- 
mature infants who have to be quickly and safely moved 
from the home to the hospital or from one hospital to 
another. Calls are made regularly by the health depart- 
ment nurses and by those of the Infant Welfare Society 
and Visiting Nurse Association to make sure that the 
infants, where no private physician is in attendance, 
receive proper care. A physician is available for home 
calls on sick infants when no private physician is in 
attendance. 


COLLECTION AND ANALYSIS OF RELIABLE 
STATISTICAL DATA 

To determine the causes of death and all factors re- 
lated thereto data were collected from postmortem ex- 
aminations in 10,021 neonatal deaths, on 8,905 of which 
clinical investigations were also available, on births and 
deaths in premature infants, for 1948 to 1950, and 1950 
alone, and from the scoring forms on inspections of 
hospitals. It is recognized that if a large group of the 
neonatal deaths that we studied could be proved repre- 
sentative of all the 18,741 deaths that occurred from 
1936 to 1949, it would be possible to calculate mortality 
rates for individual causes of death and related factors 
for the total of 873,310 infants born during this period. 
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Mortality rates give a better and more accurate method 
of making comparisons and drawing conclusions than 
percentage distributions. 

Therefore, first the 10,021 neonatal deaths with satis- 
factory postmortem examinations were compared with 
a 5% sample of the 18,741 neonatal deaths selected at 
random, including those with and without satisfactory 
postmortem examinations. The 5% sample was chosen 
in such a way that every infant death within a given 
year had an equal chance of being included in the sample, 
1 out of 20 actually being included, through the use of 
Tippett’s * table of random numbers. 

The 10,021 neonatal deaths were found not to be rep- 
resentative of all of the total deaths with respect to race, 
because there was a larger proportion of nonwhites in 
the 10,021 deaths than in the 5% random sample. The 
discrepancy in proportion of nonwhite infants in the 
10,021 neonatal deaths and the total of 18,741 deaths 
was found to be limited to the 1,116 cases for which no 
clinical investigations were available. In this group of 
1,116 cases the proportion of nonwhite infants was much 
larger than in the 18,741 total deaths. 

However, a second comparison did reveal that the 
large group of 8,905 cases with satisfactory postmortem 
examinations in which clinical investigations were also 
made was representative of all the 18,741 deaths. These 
8,905 cases did not differ to a significant degree from the 
5% random sample in the distribution of such factors as 
age, sex, color, and maturity of the infants, age and gra- 
vidity of the mother, place of birth and socioeconomic 
area of the infant’s residence, single or multiple births, 
fetal presentation, medical history, delivery, anesthesia, 
duration of labor, and complications of pregnancy. 

Since the 8,905 cases were found to be representative 
of all deaths, mortality rates per 1,000 live births were 
then calculated for the total of 873,310 infants born dur- 
ing the 14 year period of the study with assurance of 
their accuracy. We found that any particular group of 
these 8,905 deaths, such as deaths of full-term infants or 
of premature infants, did not differ in any characteristic 
more than 1.5% from this same characteristic of the total 
deaths, and therefore would probably be significant in 
less than 3 of 1,000 instances. This is a very narrow range 
of statistical significance. 

Tables of the factors related to the infant’s mother and 
infant’s birth obtained from clinical investigations were 
constructed and the material analyzed statistically. For 
the purpose of this presentation previable infants are 
defined as those weighing less than 1,000 gm., premature 
infants as weighing between 1,000 and 2,500 gm., and 
full-term infants as weighing more than 2,500 gm. 

Analysis of the data on the 8,905 clinical investiga- 
tions showed that by far the greatest number of infant 
deaths occurred on the first day of life; that the neo- 
natal mortality rate for nonwhite infants was appreciably 


_ higher than for white infants; that the neonatal mortality 


rate for previable infants was 871.3 per 1,000 live births, 
147.0 for premature infants, and only 8.3 for full-term 
infants. 

Neonatal mortality rates per 1,000 live births were 
highest for infants born to mothers under 20 and over 


4. Tippett, L. H. C.: Random Sampling Numbers, Tracts for Com- 
puters No. 15, London, Cambridge University Press, 1927. 
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40 years of age. The rate for twins was 11 times greater 
than for single infants. The mothers of the premature 
infants who died had had previous premature infants or 
abortions about two and one-half times oftener than the 
mothers of the full-term infants. As gravidity increased, 
the neonatal mortality rate increased. 

The neonatal mortality rate for infants of mothers with 
toxemia was twice as high as for infants of mothers with- 
out toxemia. Among nonsurviving infants, breech pre- 
sentations were more frequent in previable and premature 
infants than among those at term. Operative deliveries 
were accompanied by higher neonatal mortality rates 
than nonoperative deliveries. The rate for infants whose 
mothers received anesthetics was higher than for those 
whose mothers had not received anesthesia. Prolonged 


TABLE 1—Number and Percentage of Neonatal Deaths by 
Cause of Death, Race, and Sex, in Chicago, 1936-1949 


Number of Deaths 


All Races White Nonwhite 
Cause of Fe- Fe- Fe- 
Death Total Male male Total Male male Total Male male 
All causes.... 8,905 5,246 3,659 7,372 4,371 3,001 1,533 875 658 
Abnormal 

pulmonary 

ventilation 3,890 2,304 1,586 3,145 1,881 1,264 745 423 322 
Injuries at 

ae 1,482 911 57 1,225 756 469 257 155 102 
Malforma- 

Cc cccce 1,404 782 622 1,282 721 561 122 61 61 
Infections.... 1,197 6ay 508 913 532 881 284 157 127 
Blood dys- 

crasias..... 472 277 195 415 242 173 57 35 22 
Anoxia....... 3887 209 128 292 179 113 45 30 15 
Miscellaneous 123 74 49 100 60 40 23 14 9 


Percentage Distribution 


All causes,... 190.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 
Abnormal 
pulmonary 
ventilation 43.7 48.9 43.3 42.7 43.0 42.1 486 484 48.9 


16.6 17.4 15.6 16.6 17.3 15.6 16.8 15.5 
Malforma- 
re 68 49 17.0 17.4 16.5 18.7 7.0 9.3 
Infections.... 134 13.1 13.9 185 179 193 
Blood dys- 
crasias..... 5.3 5.3 5.3 5.6 5.5 4.8 3.7 4.0 3.3 
ee 3.8 4.0 3.5 4.0 4.1 3.8 2.9 8.4 2.3 


Miscellaneous 1.4 14 1.3 1.3 14 1.3 1.5 1.6 14 


labor occurred more frequently when death resulted 
from birth injury than when it resulted from any other 
cause. 

The causes of neonatal deaths were determined by a 
statistical analysis of 8,905 satisfactory postmortem ex- 
aminations with clinical investigations. Ninety per cent 
of the deaths resulted from four leading causes, almost 
one-half (43.7% ) being due to abnormal pulmonary 
ventilation (respiratory distress), and almost the other 
half (45.8% ) being due to three other causes, injuries 
at birth (16.6% ), malformations (15.8% ), and infec- 
tions (13.4% ). The remaining one-tenth of the deaths 
were due to blood dyscrasias, anoxia, and miscellaneous 
causes (table 1). 


Abnormal pulmonary ventilation was the leading 


cause of death (43.7% ). These deaths could only be 
accounted for on the basis of inadequate functioning of 
the lungs, due to immaturity of the tissues and some- 
times associated with pulmonary hyaline membrane 


5. Potter, E. L.: Pathology of the Fetus and the Newborn, Chicago, 
Year Book Publishers, Inc., 1951, pp. 249-252. 


J.A.M.A., March 15, 1952 


associated with the collapse of the walls of the alveolar 
ducts and most of the alveoli, called resorption 
atelectasis. 

In congestive pulmonary failure (resorption atelec- 
tasis with hyaline-like membrane), there are disteniion 
of the capillaries, resorption of air, and the presence of 
a substance covering the walls of air spaces remaining 
open. One of us (E. L. P.) has stated ° that this condi- 
tion is responsible in the Chicago Lying-In Hospital of 
the University of Chicago for more deaths of live-born 
infants than any other single cause. It was present as the 
only pathological change in 40% of all infants weighing 
from 1,000 to 2,500 gm. who died between 1939 and 
1949. In the past year, any infant in this hospital who 
began to show any evidence of respiratory distress has 
been given oxygen in an incubator in which the humidity 
has been maintained at 90 to 95%. The incidence of 
hyaline-like membrane seems to have been markedly 
reduced. Whether the increase in humidity will continue . 
to have such a striking effect remains to be seen. 

Mortality rates from abnormal pulmonary ventilation 
were far higher among previable and premature infants 
than among full-term infants; the mortality rate was 
higher in the nonwhite than in the white infants. Most 
of the deaths from this cause occurred on the first day, 
and the mortality rate was highest following delivery by 
cesarean section. 

Injury at birth was the second leading cause of death 
(16.6% ). Calculated mortality rates from this cause 
were much higher in previable and premature than in 
full-term infants. Infants of younger and older mothers 
had higher calculated mortality rates from birth injuries. 
The rates with mid and high forceps and version and 
extraction deliveries were much higher than with other 
methods of delivery. Malformation was the third leading 
cause of death (15.8% ). The calculated mortality rate 
was 14 times higher in the previable and nine times 
higher in the premature than in the full-term infants. 

Infection was the fourth leading cause of death 
(13.4% ). Pneumonia was by far the commonest form 
of infection, and accounted for 70% of the deaths from 
infection in the neonatal period. Deaths from infections 
were proportionately less frequent during the first day. 
The mortality rate from infections was twice as high in 
the nonwhite infants. 

Blood dyscrasias caused 5.3% of the total number of 
deaths. Erythroblastosis accounted for 2.8%. It was 
three times more frequent among the white than among 
the nonwhite infants, was more frequent in infants at 
term than in premature infants, and became a commoner 
cause of death with increasing gravidity. Hemorrhagic 
disease of the newborn caused 2.4% of all deaths. 
Many more of the infants dying of this cause were pre- 
mature than full-term or previable. Blood dyscrasias 
other than erythroblastosis or hemorrhagic disease of the 
newborn accounted for seven (0.1% ) of the deaths. 

Anoxia caused 3.8% of the total number of deaths. 
Most of the deaths from this cause occurred in the first 
24 hours; the rate was higher in the white infants. The 
number of deaths from anoxia was highest following 
cesarean sections, and the rate from this cause was higher 
with operative than nonoperative deliveries. Miscellane- 
Ous causes accounted for only 1.4% of the total neonatal 
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deaths. There were no abnormalities in 72.8% of previ- 
able infants who died and 47.4% of premature infants 
except inability to carry on normal respiration. Deaths 
from injuries at birth, malformations, and infections were 
proportionately more frequent in full-term infants. 

Slightly more deaths (51.9%) occurred during the 
first day of life than during the remainder of the entire 
first month. Of all the 13,702 deaths in the first year, 
73.1% occurred during the first month. The percentage 
of deaths caused by injuries at birth on the first day was 
eight times higher than in the period from 15 to 29 days. 
Abnormal pulmonary ventilation was almost four times 
as common on the first day, while blood dyscrasias were 
a more frequent cause of death in the 1 to 14 day period, 
and deaths from infections were three times more com- 
mon during the 15 to 29 day period .than during the 
first day. Hence, one of the greatest immediate concen- 
trations of our preventive reports must be against the 
many deaths from abnorma! pulmonary ventilation and 
injuries at birth that occur on the first day. 

Deaths were classified according to immediate cause 
of death, as well as by underlying causes. By underlying 
cause is meant the fundamental underlying condition re- 
sponsible for death, such as a birth injury. By immediate 
cause is meant the acute condition that, superimposed on 
the underlying condition, immediately causes death, such 
as an infection. For example, when an infection such as 
meningitis was superimposed on a congenital malforma- 
tion such as spina bifida, the infection was considered the 
immediate cause of death and the malformation as the 
underlying cause. 

With the classification by immediate cause, malforma- 
tions caused only 12.1% of neonatal deaths instead of 
15.8%, as with classifi¢ation by underlying causes, 


Deaths per 1,000 Live Births 


Cause of Death 


Abnormal pulmonary 
ventilation 


Injuries at birth 
Malformations 
Infections 

Blood dyscrasias 
Anoxia 


Chart 1.—Estimated neonatal mortality rate for each cause of death per 
1,000 live births in Chicago, 1936-1949, The rates are based on causes of 
8,905 neonatal deaths established by satisfactory postmortem examinations. 
These rates were then projected to the 18,741 total neonatal deaths. 


Again, with the classification by immediate cause, infec- 
tions caused 18.2% of all neonatal deaths instead of 
13.4% by underlying causes. Miscellaneous causes ac- 
counted for 1.1% of the deaths with the classification by 
immediate cause, and 1.4% by underlying causes. Thus, 
when deaths are classified by immediate cause the num- 


NEONATAL DEATHS—BUNDESEN ET AL. 913 


ber of infections increases and malformations decrease. 
The percentage distribution of the other causes remains 
about the same. 

The 8,905 deaths were classified by the year in which 
the death occurred (1936-1949). Mortality rates were 
calculated for each cause for each year as well as for the 


MISCELLANEOUS 15.9 % 
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Chart 2.—Percentages of deaths by cause of infants of less than 1 day 
old, between 1 and 29 days old, and from 1 to 11 months old in Chicago, 
1936-1949, 


14 year period, for the total of 873,310 births. The mor- 
tality rate for full-term infants from abnormal pulmo- 
nary ventilation was 1.8 per 1,000 live births as opposed 
to 596 per 1,000 live births for previable infants. The 
calculated neonatal mortality rates per 1,000 live births 
for causes of death among the 873,310 infants born dur- 
ing the period of study were abnormal pulmonary ven- 
tilation, 9.4; injuries at birth, 3.6; malformations, 3.4; 
infections, 2.9; blood dyscrasias, 1.1; anoxia, 0.8, and 
miscellaneous, 0.3 (chart 1). 

Neonatal mortality rates from infections up to the 
present writing have not shown any appreciable decrease 
even with the introduction of the sulfonamide drugs and 
the antibiotics. The neonatal mortality rate from injuries 
at birth decreased during the 14 year period. Deaths from 
miscellaneous causes decreased, while those from anoxia 
increased. 

A higher mortality rate among the nonwhites than 
among the whites was noted for every year. This was due 
to the increased number of deaths from abnormal pu!lmo- 
nary ventilation, injuries at birth, and infections among 
the nonwhite infants. A marked increase (8.6% in 1936 
to 21.4% in 1951) in the percentage of nonwhite births 
as well as in the total number of nonwhite births in 
Chicago occurred as a result of the immigration of non- 
white persons of childbearing age. In 1951, of premature 
infants weighing from 750 to 2,250 gm., 34% were of 
nonwhite races. Among full-term infants only 17% 
were nonwhite. Hence, special effort must be made to 
reduce mortality rates among the nonwhite infants, par- 
ticularly among smaller premature infants, if total mor- 
tality rates are to be appreciably affected. 

The 8,905 deaths were classified by residence in 


~ 935 census tracts in Chicago, and grouped into five socio- 


economic areas based on median rental values, percent- 
age of professional workers, amount of education com- 
pleted, and percentage of nonwhite persons in the area. 
These bases for determining socioeconomic status were 
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established by the Chicago Community Inventory of the 
University of Chicago. This classification showed that, 
with improved socioeconomic status, the white and non- 
white infant mortality rates, both during the first year 
and the first month, decrease. Higher mortality rates 
among the nonwhite population would seem to be more 
closely related to lower socioeconomic status than to 
their race. 

The leading cause of post-neonatal deaths was infec- 
tions, accounting for 53.6% of all post-neonatal deaths, 
with 62.6% of these infections being pneumonia. (Infec- 
tions accounted for only 13.4% of the neonatal deaths. ) 
Malformations during the post-neonatal period were 
second with 21.6%; miscellaneous, 15.9%; abnormal 
pulmonary ventilation, 6.6%; injuries at birth, 1.4%, 
and blood dyscrasias, 0.9% (chart 2). The chief effort 
post-neonatally must be in the prevention and prompt, 
adequate treatment of infections, especially upper respir- 
atory conditions. 

Premature births and deaths for 1948 through 1950, 
and 1950 alone, were classified by weight groups. Dur- 
ing 1948 and 1949, only premature infants weighing less 


TABLE 2.—Number and Percentage of Births, Neonatal Deaths, 
and Survivals of Premature Infants by 250 Gram 
Weight Groups in Chicago in 1950 


Percent- Number Percentage Percent- 


age of Died Survived age 

Weight Number Total One of Total 

Groups, Gin. Born Born natally Month Deaths 
6,387 100.0 1,081 83.1 100.0 
THO... 257 4.0 253 1.6 23.4 
231 3.6 196 15.2 18.1 
re 239 8.7 145 39.3 13.4 
288 4.5 127 55.9 11.8 
453 114 74.8 10.6 
770 12.1 101 86.9 5.3 
1,223 19.2 74 94.0 6.8 
2,926 45.8 71 97.6 6.6 

2,500 and over...... 72,165 91.9 * 440 99.4 28.9 * 


° Percentage of all births and all deaths. 


than 5 Ib. (2,250 gm.) at birth were reported to the 
health department. Therefore, the classification for 1948 
through 1950 includes only premature infants weighing 
Jess than 5 lb., while the classification for 1950 alone 
includes all infants weighing less than 5% lb. (2,500 
gm.). Almost two-thirds of the deaths in the neonatal 
period occurred in premature infants, including previ- 
able infants. 

Although premature infants weighing between 2,250 
and 2,500 gm. made up over 45.8% of all premature 
births, only 2.4% of these infants died (table 2). The 
survival rate was less for the nonwhite than the white 
premature infants of lower weights, and as the infants’ 
birth weights increased, the percentage of deaths from 
abnormal pulmonary ventilation decreased, while the 
percentage of births from malformations, blood dys- 
crasias, and miscellaneous causes increased. Hence, the 
greatest concentration of effort must be on previable in- 
fants and premature infants of lesser weights. The lead- 


ing cause of death in postmature infants (birth weight 


more than 8/2 |b. [4,250 gm.]) was injury at birth. 

A real awakening occurred to us in the health depart- 
ment from a critical self-analysis and reevaluation of our 
efforts to determine wherein we of the department were 
not as critical of our own activities as we were about 
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looking into the faults and shortcomings in hospitals. 

A large mass of data was obtained on the physical 
setup, procedures, personnel, equipment, facilities, and 
policies in Chicago’s hospitals with maternity divisions, 
and on the case records. We felt that one of the main 
reasons the neonatal mortality rate was not reduced was 
that there was not complete and satisfactory compliance 
with the regulations. Our survey teams were not suffi- 
ciently indoctrinated in the proper performance of com- 
prehensive, all-inclusive hospital inspections using a 
complete audit and scoring system, nor in the beginning 
was there assigned to these endeavors a specially inter- 
ested group of well-informed workers who appreciated 
and understood the problem. 

In addition, there was need to enforce the regulations 
and ordinances which required that each hospital have a 
competent obstetric staff; that a qualified consultant be 
called soon enough when required and have him respond 
personally and immediately; that only physicians and not 
medical students in their clerkships, or others be per- 
mitted to deliver infants; and that adequate pediatric con- 
sultation be called at once for premature infants and for 
all sick infants. 

Then, too, it was necessary to insist that a competent 
person be present in the delivery room whose primary 
duty was the care of the premature infant; to enforce 
the regulation that any deviation from any generally 
accepted procedures be permitted only after consulta- 
tion; and to make certain that all of the newborn nursery 
staff was well trained, and that the nursery was under a 
qualified pediatrician who had the authority to see to it 
that these rules were carried out. It was evident that 
enough nurses well trained in premature care had to be 
provided at all times; that aJl infants, especially small 
premature infants, had to receive proper immediate post- 
partum care in the delivery room; and that the ante- 
partum history had to be available in the delivery room 
at the time of delivery of the infant, especially when there 
were antepartum complications such as toxemia. An 
incubator that would be satisfactory in efficiently supply- 
ing oxygen, heat, and humidity was not available. How- 
ever an explosion-proof incubator has now been con- 
structed that provides adequate moisture and immediate 
oxygenation of the blood automatically and mechan- 
ically, encourages the start of natural breathing, provides 
for controlled positive and negative pressure, provides 
for effective aspiration of mucus and amniotic fluid from 
the mouth and trachea, signals instantly when the air- 
ways are obstructed, and provides fully regulated oxygen- 
containing atmosphere. After natural breathing is 
established, the atmosphere is automatically maintained 
at the physiologically ideal temperature and humidity 
levels. All examinations and treatment of the infant is 
done in this protective atmosphere. 

The medical staff in many hospitals did not realize 
that every effort in behalf of any premature infant, no 
matter how small, was entirely justified and indeed oblig- 
atory. There is now virtual unanimity of recorded opinion 
that the incidence of premature births with their accom- 
panying needless mortality could be materially reduced 
by wider immediate application of known and accepted 
methods of care. We also know there was an attitude in 
a certain few, but larger, institutions that it was less 
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important to maintain a good over-all premature service 
for all of these infants than to have a low death rate. 
Hence, they admitted to the premature nursery only those 
infants likely to survive, since they expected that tiny 
infants would usually die anyway, and this would ad- 
versely affect their premature death rate. Such neglect 
is not justifiable, and our own records in a large series 
of cases show that more than 14% of these previable 
infants survive for at least 30 days. 

In many instances proper methods of resuscitation 
were not used. Anesthesia was not properly administered 
for only as long as necessary, and then only by a person 
with inadequate training. The regulation that oxytocics 
be employed in the first and second stage of labor only 
by certified specialists or after consultation with such 
specialists was not enforced. Furthermore, every hospital 
at all times did not have all the necessary facilities and 
equipment in the maternity division and newborn nursery 
for the proper care of mothers and infants, such as an 
adequate supply of blood and facilities for emergency 
transfusion that could not be diverted to other uses in the 
hospital. The graduate nurse in charge of the newborn 
nursery was not always competent, efficient, a leader 
and an executive. The premature infant was not properly 
and promptly transferred from the delivery room to the 
premature nursery. 

Those women with no private physician, particularly 
those in the lower socioeconomic group and those with a 
history of toxemia, previous abortions or premature 
births, needed special prenatal care. An active case-find- 
ing and case-holding system had to be established for 
those women indifferent concerning prenatal care. 
Knowledge of the exact causes of death had to be ac- 
quired. The number and causes of infant deaths every 
month in every hospital had to be determined so that we 
would know when mortality rates were too high and 
could concentrate on those hospitals where breakdowns 
were occurring, and cooperate with hospitals in making 
necessary corrections, not just once a year, but month- 


by-month. Infants born at home had to be followed 


up early and thoroughly when a private physician was 
not in attendance. Those women delivering at home in 
a poor environment needed attention. 

The quality of hospital records is an excellent index 
of existing conditions and quality of care in a hospital.® 
With accurate, complete records, errors and defects in 
hospital management can be more easily detected. The 
employment of a record auditor in hospitals is of ines- 
timable value in securing satisfactory records, and a 
record auditor is now being added to our survey teams of 
the health department. It is his function to survey and 
audit conditions in hospitals on the basis of their records, 
and where records are faulty, to have them made more 
accurate and complete. Action was required to make 
hospital records accurate, adequate, and complete. We 
knew that, at times, the attitude of some hospital staffs 
toward records indicated that they believed that “they did 
not have time to bother with records when they had to 
see sO many patients.” Until this improper attitude was 
corrected, records continued to be faulty, misleading, 
and inaccurate. 

We have made a careful study of the procedures in 
hospitals as well as in the health department, and a sta- 
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tistical analysis of ~the factors related to the infant’s 
mother and the infant’s birth, and an analysis of the 
causes of death. From this study and from a statistical 
analysis of our data, it was possible better to determine 
the special role that the health officer, obstetrician, pedia- 
trician, hospital administrator, nursing personnel, and 
others could play in reducing neonatal mortality, es- 
pecially when working closely together. 


COMMENT 


The continued needlessly high neonatal mortality rate 
must be regarded as a national reproach. The health 
officer has a vital role in reducing neonatal mortality. 
He has an obligation to enforce the regulations for im- 
proving the quality of care of mothers and their infants, 
particularly in hospitals. He must set up a program to 
fulfiil this obligation and make sure that the program is 
completely carried out. Definite objectives must be estab- 
lished, a course of action determined for attaining those 
objectives, necessary data accumulated, and action taken 
on the basis of these data. The health officer must make 
operative an audit and scoring system for detecting vio- 
lations and checking the efficiency of hospitals, and a 
similar audit and scoring system for checking his own 
competency and that of his employes. He must whole- 
heartedly cooperate with the obstetrician, pediatrician, 
nurse, hospital administrator, nutritionist and social serv- 
ice agencies, since working jointly they all have a vital 
role in the reduction of neonatal mortality. Unless each 
of these assumes his part and unless they all cooperate 
wholeheartedly, a maximum reduction of neonatal mor- 
tality cannot be attained. 

Collection, compilation, and careful analysis of data 
that reveal the exact causes of death and all the related 
factors for such deaths, such as race, gravidity, and 
toxemia of pregnancy, are important in determining the 
course of action needed to reduce neonatal mortality, 
and these data are presented here. A special effort must 
be made to determine the cause of pulmonary hyaline 
membrane (a common cause for respiratory distress) 
and to devise methods for promptly diagnosing and treat- 
ing this condition. Deaths from injuries at birth have by 
no means reached an irreducible minimum and continued 
efforts to provide skillful obstetric care must be exerted. 
Greater effort must be placed on early detection of in- 
fants with infections and promptly placing them under 
proper treatment, both neonatally and post-neonatally. 
Better methods must be devised for the treatment of 
anoxic infants and for the prevention of conditions, such 
as prolonged labor, that lead to anoxia. 

There is need for investigation to determine the causes 
for and methods of prevention of premature births, pos- 
sible ways of preventing erythroblastosis, the effects of 
nutrition of the pregnant woman on the occurrence of 
prematurity and malformations, and the relation of 
socioeconomic status to infant mortality. 

To reduce neonatal mortality effectively, the greatest 
effort must be concentrated on the first day of life, when 
most of the deaths occur; on premature infants of lower 
weights who are responsible for a great share of neonatal 
mortality; on correcting conditions in hospitals respon- 


6. Annual Report of the New York Academy of Medicine, 1950, Pub- 
lished by The New York Academy of Medicine, New York, N. Y. 
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sible for these deaths, such as lack of proper care in the 
delivery room, and failure to provide oxygen, heat, and 
adequate humidity, and on mothers of the lower socio- 
economic groups, particularly the nonwhite mothers 
whose infants contribute so greatly to the ranks of those 
dying needlessly. 

Proportionately more deaths occur among the non- 
white premature infants than among the white from ab- 
normal pulmonary ventilation, injuries at birth, and 
infections. Hence, for a reduction in neonatal mortality 
where the nonwhite population is large, efforts must be 
concentrated particularly on these three causes in the 
nonwhite group, in those of lower socioeconomic status, 
and in illegitimate births. These efforts should include 
provision of more skilled obstetric care, improvement in 
home conditions for those in the lower socioeconomic 
groups, closer follow-up by nurses to make sure that all 
neglected infants receive early adequate medical and 
nursing care, and provision of proper prenatal care for 
all women, especially those of lower socioeconomic 


Status. 
SUMMARY AND CONCLUSIONS 


Our statistical analyses and study of our activities 
demonstrated to us that the health officer can and must 
play an important part in reducing neonatal mortality 
by formulating and enforcing regulations for controlling 
hospital procedures, facilities and personnel; by amass- 
ing and disseminating accurate information from the 
medical literature concerning the newer methods of pre- 
venting neonatal deaths as well as increasing familiarity 
with the already tried and proved ones; by calling atten- 
tion of physicians to the many preventable hazards of 
pregnancy as shown by statistical studies, such as those 
included here; by exchanging information concerning 
successful procedures at meetings with obstetricians, 
pediatricians, and others; by employing proved health 
educational measures; and by stressing the need for mak- 
ing available vitamin and mineral supplements as indi- 
cated, particularly to women of the lower socioeconomic 
groups. 

The health officer can also help reduce deaths in pre- 
mature infants by seeing that medical and nursing forces 
concerned with the care of these infants are fully pre- 
pared constantly to meet every emergency and that 
measures to prevent prematurity, such as the use of 
progesterone, are widely employed. The health officer 
can aid in controlling congenital syphilis by educating 
women to report to a physician early in pregnancy; by 
making every effort to find women and men infected 
with syphilis; by making sure that all persons with es- 
tablished diagnoses of syphilis receive necessary treat- 
ment; and that treatment of the pregnant women is 
continued until it is certain that the fetus is completely 
protected. 

The obstetrician in helping to reduce neonatal mor- 
tality must have the complete cooperation of the health 
officer in seeing to it that proper facilities are provided, 
so that the obstetrician may be able more efficiently to do 
his job of giving the best possible prenatal, natal, and 
postpartum care. Proper delivery techniques, proper use 
of analgesics, anesthetics and oxytocics, and regulations 


7. Schwentker, F. F.: The Treatment of Pneumonia in Children, J, 
South Carolina M. A. 46: 69-72 (March) 1950. 
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to control the use of these three agents are important. 
In the prevention of prematurity, adequate prenatal care 
is needed as well as proper treatment of threatened 
abortions. 

In the prevention of injuries at birth, it is important, 
according to our data, that all labors and deliveries, and 
especially premature labor and delivery, be properly con- 
ducted. To help prevent neonatal mortality from pneu- 
monia, in prolonged labor, or after early rupture of the 
membranes, a well-accepted procedure is, as a rule, to 
give an antibiotic to the mother prior to delivery and 
to the infant after birth. Joint action by the health officer 
and obstetrician can assure that all well-accepted pro- 
cedures are utilized. 

The pediatrician, acting jointly with the obstetrician 
and the health officer, can assure proper care of the pre- 
mature infant, including the provision of adequate 
humidity, oxygen, and heat. The provision of adequate 
humidity (65% ) for smaller premature infants has been 
stressed by Schwentker and others,’ and even 90 to 
95% tor those with pulmonary hyaline membrane. High 
humidity is especially important in the treatment of those 
infants suffering from congestive pulmonary failure (re- 
sorption atelectasis with hyaline-like membrane). This 
condition may be primarily a pediatric problem, for it is 
not seen in infants who die within one hour of birth or 
in those who survive more than one week. 

In preventing deaths from erythroblastosis there is 
need for diagnosis prior to the delivery of the infant. 
Such a diagnosis is possible by making a test for anti- 
bodies in the mother. When the birth of an infant with 
erythroblastosis is expected (and it is estimated that this 
occurs Once in about every 300 births), preparations 
must be made immediately to transfuse the infant or even 
to carry out an exchange transfusion. 

The prevention of deaths after the first month is also 
a joint pediatric and health department problem. The 
majority of post-neonatal deaths are due to infections 
contracted at home, and can often be prevented by dis- 


~ covering sick infants through health department nurses’ 


visits, where no private physician is in attendance, and 
making sure that these infants are promptly and properly 
treated. 

The nursing personnel of the hospital can aid greatly 
in reducing neonatal mortality by making sure that every 
infant receives the best possible nursing care without 
interruption throughout the 24 hour period of each day. 
Nurses must be well trained to recognize symptoms indi- 
cating the need for prompt medical attention, especially 
in premature infants, and should not be dilatory in seeing 
that such medical attention is called. Working with the 
chief of the obstetric division and the pediatrician, they 
can help to be sure consultation is called when indicated. 
The nursing supervisor, just as the obstetrician and pedia- 
trician in charge of their respective divisions, must be 
given full authority to establish rules of procedure for 
nurses under her direction, and have the power to 
enforce these rules. 

The hospital administrator, to aid in reducing neonatal 
mortality, must make sure that personnel, procedures, 
equipment, and facilities of the institution under his 
direction constantly comply with the health department 
requirements. 
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The nutritionist can jointly with the health officer and 
physician disseminate information concerning adequate 
diets for pregnant women, and the need for early admin- 
istration of vitamin and mineral supplements, particu- 
larly to those women of lower socioeconomic status. 
There seems to be some relationship between the diet 
and the occurrence of prematurity. In some way poor 
diet and prematurity go hand in hand. There seems to 
be fewer premature births among women who receive 
diets especially rich in minerals and vitamins. There is 
less prematurity among women who receive an adequate 
diet during pregnancy. The kind and amount of work 
the mother does also seems to be reiated to premature 
labor. 

Social service agencies have a part in reducing neonatal 
mortality by assuring adequate funds for providing medi- 
cal and nursing care to the indigent, and proper housing 
and food for the pregnant women in the lower socioeco- 
nomic groups. Increased mortality rates among those of 
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lower socioeconomic status may be due to an increased 
number of premature births in this group. Eastman,° an 
outstanding authority on this subject, believes this is 
based on the general characteristics of people in this 
group, who habitually neglect to seek prenatal care 
though it is known to be available and who, as a rule, 
are shiftless and improvident with ill-managed habits of 
living. 

Our study and analyses have demonstrated the direc- 
tion of effort by all concerned needed to prevent needless 
neonatal deaths. Primarily, the health department must 
re-double its effort to assure optimum care for all 
mothers and their newborn infants to assure the use of 
modern, accepted methods of treatment for all premature 
infants, and the best possible obstetric care during 
delivery. 


54 W. Hubbard St. (Dr. Bundesen), 


8. Eastman, N. J.: Prematurity from the Viewpoint of the Obstetrician, 
Am, Pract. 1: 343-352 (March) 1947, 


HYSTEROSCOPE IN DIAGNOSIS 


OF PATHOLOGICAL CONDITIONS 


OF UTERINE CANAL 


W. B. Norment, M.D., Greensboro, N. C. 


Direct observation of the uterine canal with the lens 
hysteroscope ' is a relatively simple procedure. After the 
examiner becomes accustomed to various appearances 
of the endometrium, as seen through the hysteroscope, 
the examination is not too difficult. Also, taking into con- 
sideration that the field of vision is magnified to a certain 
extent, the examiner will not be misled as to probable 
pathological conditions in the findings of either normal 
endometrium or endometrial hyperplasia. 

Since uterine bleeding is a common complaint, and 
at times one of the most difficult to diagnose as to the 
cause of bleeding, it would seem that an instrument, such 
as the hysteroscope, for direct vision would be of value, 
not only in diagnosis but also in the treatment of certain 
pathological conditions of the uterine canal. So often in 
patients with uterine bleeding there is normal bimanual 
findings that it is assumed that the cause of irregular 
bleeding is functional in origin. If the basal metabolic 
rate is normal, the patient is advised to have a curettage, 
which so often will miss benign and malignant lesions 
of the uterine canal. Suction biopsy or Papanicolaou 
stain, if negative, is still not conclusive as to the pres- 
ence or absence of malignancy of the endometrium. It is 
estimated that the curette will miss about 30% of the 
carcinomas of the endometrium, while Papanicoloau 
stain taken from the vaginal vault will miss roughly about 
25%. Suction biopsy, of course, is more accurate. Since 
the cause in a high percentage of patients with uterine 
bleeding is found in the uterine canal, it would seem 
advantageous that all means available should be used 
in diagnosing such bleeding. 

The four most frequent pathological findings of the 
uterine canal are endometrial hyperplasia, polyps of the 
uterine canal, submucosal myoma, and carcinoma of the 
endometrium. Unlike other organs of the body, there is 


interwoven and overlapping benign and malignant lesions 
of the canal, such as the association of polyps, submu- 
cosal myomas, and endometrial hyperplasia with carci- 
noma of the fundus. Many authors state that fibroids are 
associated with carcinoma of the endometrium in per- 
centages ranging from 20% to 40%. Carcinoma of the 
endometrium is often seen developing in the mucous 
membrane covering a submucous fibroid, so that the 
diagnosis of fibroids of the uterus as a causative factor 
of uterine bleeding, whether these fibroids are palpated 
on the serosal surface or are diagnosed with the curette 
as a submucosal myqma, should not be taken as a cause 
of bleeding, particularly if the patient is near menopause 
age. The same may be said of polyps of the endometrium 
when there is no definite proof that these polyps become 
malignant, as they do in other portions of the body. How- 
ever, it is a well-known fact that patients having carci- 
noma of the endometrium often have multiple polypoid 
growths also, so that the recovery of polyps on curettage 
may not indicate the causative factor, since the curette 
may have missed an early carcinoma. 

Parsons '* summed up the difficulty in diagnosing early 
malignancy of the endometrium when he stated: 
There can be no doubt that in the field of surgery for malignancy 
the size of the initial lesion is the most important single prog- 
nostic factor, outweighing duration of the disease and grade of 
the disease. It is possible within limits to measure the extent of 
the disease within the cervix by employing such clinical classifi- 
cation, but where carcinoma of the endometrium remains hidden 


Read before the Section on General Practice at the One-Hundredth 
Annual Session of the American Medical Association, Atlantic City, June 
14, 1951. 

1. The hysteroscope is manufactured by the National Electric Instru- 
ment Company. 

la. Parsons, L.: Carcinoma of Endomeirium in Monographs on Surgery, 
New York, Thomas Nelson & Sons, 1950, p. 231. 
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within a blind cavity such as the uterine canal, where it can 
neither be seen nor felt, we have no conception of the site of the 
malignancy, much less its size. 


Norris and Dunne ° state that one-third of the carcinomas 
of the endometrium are not recognized prior to surgery. 
A very high percentage of patients with carcinoma of the 
endometrium recover if diagnosed early, yet 3,000 to 
4,000 women die annually from carcinoma of the endo- 
metrium, due partially to their failure to consult their 
physician and also to the lack of accurate diagnosis on 
the part of the physician. Direct vision with means to 
take biopsy specimens should be indicated in abnormal- 
ities involving the uterus more than any other organ. 

There are certain characteristics of the history of the 
patient with carcinoma of the endometrium that often- 
times give an indication of malignancy. It has been noted 
that this type of patient tends to be of the obese type, 
and in a fairly high percentage diabetes is associated with 
carcinoma of the endometrium, probably because of the 
overweight rather than the fact that the patient has a 
malignancy of the endometrium. Also a history of 
marked delay in menopause is of some significance in 
the diagnosis of carcinoma of the endometrium. The past 
menstrual history of these patients is that they had rather 
profuse or irregular bleeding over a period of years, with 
probably repeated curettages many years previously. The 
same history is obtained among those in whom carci- 
noma of the fundus develops in the postmenopausal 
period. In patients with such a history the development 
of carcinoma within the uterus is about three times the 
normal expectancy. Uterine bleeding is the commonest 
symptom of carcinoma of the endometrium in the pre- 
menopausal period and occurs as the first symptom in 
about 80% of the patients. However, in the postmeno- 
pausal period vaginal bleeding is the commonest symp- 
tom but usually is not so profuse as in the premenopausal 
carcinomatous patient and is of different character. The 
postmenopausal bleeding is usually slight spotting after 
defecation or micturition. 

After routine physical examination of the patient with 
uterine bleeding, an x-ray, or hysterogram, of the uterine 
canal is advised, in an attempt to detect any tumor, either 
benign or malignant, of the canal. If there is a filling 
defect shown in the x-ray, direct observation by the lens 
hysteroscope and the taking of a biopsy specimen under 
direct vision is done as an aid in the diagnosis of the 
cause of bleeding. The x-ray, or hysterogram, is made in 
the x-ray department. The patient is put in the lithotomy 
position and properly draped with sterile drapes. The 
operator wears a sterile gown and gloves. The vulva is 
cleansed well and a speculum is inserted in the vaginal 
vault, the vault having been well cleansed with two appli- 
cations of thimerosal (merthiolate®). The cervix is then 
brought into view, and a cannula with a plastic tip is 
inserted into the cervical canal, after which an aqueous 
dye is instilled into the canal. It is best that an aqueous 
dye be used, in preference to an oily dye; it is much less 
dense and will not overshadow any pathological condi- 
tion in the uterine canal. If the patient complains of the 
slightest discomfort, which indicates that the uterine 
canal has been fully distended, instillation of the dye is 
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graphs on Surgery, New York, Thomas Nelson & Sons, 1950, p. 233. 
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stopped immediately. An x-ray is made at this time, 
after which the cannula is removed, allowing the dye to 
drain into the vaginal vault. A second x-ray is made to 
determine if there is any retention of dye, or to outline 
any smali polyp that might be overshadowed by the 
fully distended canal. If it is kept in mind that the ap- 
pearance of a normal x-ray of the uterine canal is that 
of an inverted triangle, the base being upward, it is not 
difficult to detect any filling defect that might be pro- 
truding into the uterine canal. Endometrial hyperplasia, 
polyps, submucosal myomas, and carcinoma of the endo- 
metrium are the commonest causes of the filling defects 
shown in the x-ray. However, it is impossible from an 
x-ray alone to determine which of these is the cause of 
the filling defect. This is due to the fact that endometrial 
hyperplasia will cause a filling defect which will simulate 
either a polyp, submucosal myoma, or cancer of the endo- 
metrium. The object of the x-ray is only to determine if 
there is a filling defect. If there is no filling defect re- 
vealed on the x-ray, direct vision by the hysteroscope is 
not done. However, no diagnosis is based on the x-ray 
alone because of the variations in the pattern that might 
be seen in endometrial hyperplasia. In those patients 
with submucosal myoma the size of the myoma cannot 
be determined by the amount of displacement of the 
dye shown in the x-ray. At times a large submucosal 
myoma may be protruding only to a slight extent into the 
uterine canal and may cause only a slight filling defect. 
On the other hand, a small myoma may have its greatest 
protrusion into the uterine canal, instead of the muscle 
of the uterus, and cause a much greater defect in the 
x-ray. Hyperplasia of the endometrium on x-ray usually 
shows a feathery-edge outline that stops abruptly at the 
internal os, in contrast to extensive carcinoma of the 
endometrium which simulates hyperplasia in appearance 
but shows a protrusion through the internal os down into 
the cervical canal. Multiple serosal fibroids that are pal- 
pated on the serosal surface at the time of the original 
examination of the patient with uterine bleeding may not 
have any bearing as a causative factor of the bleeding. 
If those patients with multiple serosal fibroids are found 
on x-ray examination to have a normal uterine cavity, 
other causes of uterine bleeding should be sought, due 
to the fact that unless the fibroids protrude into the 
uterine canal they are probably not the cause of the 
bleeding. 

In patients with carcinoma of the endometrium the 
filling defect is usually near the cornu, although it may 
be further down in the uterine canal. However, in the 
x-ray carcinoma of the endometrium in its early stages 
very closely resembles endometrial hyperplasia. The day 
after a filling defect is found in the x-ray, the patient has 
a hysteroscopic, or direct vision, examination of the 
uterine canal, and biopsy specimens are taken under 
direct vision, if thought necessary. 

The water hysteroscope that I use at present is a direct 
lens vision hysteroscope, which has a compartment for 
an intake of water to bathe the distal lens and keep it 
well cleansed from blood and also an outlet to carry away 
blood, particles of endometrium, and debris. The water 
flows over the distal lens in such a manner that it is 
completely bathed in water, so that there is very little 
difficulty in blood becoming lodged and obscuring vision. 
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This lens system with the water intake and outflow is 
encased in an outer metal sheath, similar to a urethro- 
scope for males. The outer metal sheath contains an 
obturator and is inserted into the uterine canal after 
dilatation of the canal. Previous to hysteroscopic exami- 
nation, the patient’s vulva is shaved. An opiate is given 
before the patient is brought to the operating room. The 
patient is put in the lithotomy position similar to that 
for a dilatation and curettage of the uterus. The vaginal 
vault is well cleansed with soap and water, and two 
layers of thimerosal and sterile drapes are applied. Vagi- 
nal examination is then made to be sure that the uterus 
is freely movable and not fixed posteriorly. If for some 
reason the uterus is fixed posteriorly and is markedly 
retroflexed, a hysteroscopic exaiination is not done. 
However, in the average uterus, which is freely movable, 
after dilatation of the cervix by Goodell dilators, in 
preference to uterine sounds, the outer sheath with the 
obturator is inserted into the cervical canal just past the 
internal os. The obturator is then removed, leaving intact 
the metal sheath in the uterine canal. The lens system 
is then inserted, locked in position, and the water intake 
and outflow attached, after which the light attachment 
is connected. The water intake is attached to a container 
slightly above the level of the patient, so that there will 
be very little pressure in the uterine canal. The tubing 
leading from the water outlet is either immersed in a 
basin of water to promote siphonage or connected with 
very slight suction, since strong suction tends to produce 
further bleeding. Water is then allowed to flow into the 
uterine canal for a period of a few seconds, and the suc- 
tion, or siphonage, is allowed to drain for a short time. 
The suction is then immediately cut off, and observation 
of the uterine canal just inside the internal os is made. 
Here will be seen bulging down from the superior wall 
a convex protrusion, which will disappear when a suffi- 
cient amount of water has been allowed to flow into the 
uterine canal. The cause of the convex protrusion in this 
area is due to the sagging down of the superior wall of 
the uterine canal, which at first appearance simulates a 
submucosal fibroid. As the water flows in freely and 
dilates the uterine canal, this convex protrusion will 
quickly disappear. After the dilatation of the uterine 
canal by water distention, distal to the internal os will be 
noticed a more or less ragged collar outline of floating 
endometrium that has been raised by the slight trauma 
caused by the outer sheath entering the uterine canal in 
this area. Since this is the narrowest portion of the uterine 
canal proper, there will be seen more endometrium or 
shreds of endometrium floating in the water in this area 
than in the fundus of the uterus. However, this should 
not be taken as of any pathological significance. As the 
hysteroscope is carried further into the uterine canal, it 
will be seen that small shreds of endometrium are float- 
ing in the water, some very light in color due to the reflec- 
tion of light on the strands of endometrium. At this stage 
of the examination it will be found that there is plenty of 
room for observation of the uterine canal, since the water 
tends to hold open the canal, permitting acurate exami- 
nation of the entire canal, including its cornu. The general 
appearance of the uterine canal at the upper portion 
depends entirely on the amount of hyperplasia of the 
endometrium contained in the canal. In some of the 
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examinations it will be found that the entire canal is cov- 
ered with strand-like particles of endometrium floating 
in the water, giving a moss-like appearance, while in 
other examinations, particularly at the top of the uterine 
canal, very smooth areas may be found devoid entirely 
of these finger-like projections. If there are any small 
blood clots retained in the canal, they will be bluish. 
The best vision through the hysteroscope is obtained 
when the distal lens is about 1 in. or more away from the 
endometrium. If at this stage of the examination the 
vision becomes blurred, it is probably due to one of sev- 
eral causes. Either the hysteroscope is in too close prox- 
imity to the endometrium or the water is becoming too 
stained with blood and needs replenishing. Occasionally 
vapor will collect on the proximal lens and needs to be 
wiped off with dry gauze. Rarely will blood clots or debris 


Hysteroscope inserted in uterine canal demonstrating taking of biopsy 
specimen under direct vision. Continuous flow of water bathes distal lens, 
insuring clear vision. 


collect on the distal lens, even in those uteri containing 
much blood. Since the size of the uterine canal is rela- 
tively small, much of the observation of the entire canal 
can be made with a few changes of water. This, of course, 
depends on how much uterine bleeding there is at the 
time of the examination. With those patients with moder- 
ate amount of bleeding, two to three instillations of water 
are sufficient for complete examination of the uterine 
canal. With those patients bleeding profusely, the water 
will have to be replenished every few seconds to get clear 
observation. The most important caution to keep in mind 
is that the outflow of water is cut off at the time of ob- 
servation. 

Since we are accustomed to seeing the uterine canal 
in the usual specimen as being very smooth in appear- 
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ance, it is surprising at times on first observation through 
the hysteroscope to see small particles of endometrium 
floating in the water, giving the uterine canal the appear- 
ance of being very ragged, in contrast to the specimen 
when it is removed. With the area of the uterine canal 
which showed the filling defect on previous x-ray ex- 
amination kept in mind, the hysteroscope is carried to 
this area of the canal, and a careful examination as to the 
cause of the filling defect, which may be due either to 
endometrial hyperplasia, polyps, submucosal myomas, 
or carcinoma of the endometrium, is made. After exami- 
nation of the canal is completed and biopsy specimens 
are taken, when indicated under vision, the examination, 
of the cervical canal is made before the entire examina- 
tion is completed. When the hysteroscope is withdrawn 
down beyond the internal os and observation of the 
cervical canal is made, it will be seen to be very white in 
contrast to the uterine canal proper. I believe that this 
type of examination with the hysteroscope is more ac- 
curate than use of the curette, and also less harmful, par- 
ticularly in cases of carcinoma of the endometrium, since 
the curette will tend to spread the carcinoma through the 
lymphatics by vigorous curetting. In those patients with 
profuse uterine bleeding I have found that giving 25 to 
50 mg. of testosterone daily for three days previous to 
hysteroscopic examination will aid a great deal in re- 
ducing the amount of bleeding, so that observation is 
much more distinct. The appearance of benign lesions 
of the uterine canal, such as polyps and submucosal 
myomas, shows very clearly through the hysteroscope, 
since these lesions are bathed free of blood by the con- 
tinuous flow of water. The polyps will tend to float freely 
in the water, particularly if they have a small peduncu- 
lated base, and are lifted upward so that the base may be 
well visualized. If the polyps are not too large and do 
not have too wide a base, they may be fulgurated at their 
base by carrying a fulguration tip through the water out- 
let and burning oif the polyp, which oftentimes is very 
difficult to remove with a curette. 

The following is a report of a case of small polyp in the 
cornu, which caused continuous uterine spotting. 

Mrs. F. B., 63, had her last menses at the age of 47. She had 
noted no spotting until the last two months but had noticed 
almost daily uterine spotting since then. There had been no loss 
of weight, no abdominal pain associated, and no discomfort in 
any respect. She had consulted her physician after two weeks of 
spotting, who advised that she have a curettage, which she post- 
poned. She had noticed no odor associated with the uterine spot- 
ting. After two months of almost daily uterine spotting, she 
entered the hospital for x-ray and hysteroscopic study. A hystero- 
gram, or x-ray, was made showing a definite filling defect at the 
left cornu. Physical examination at this time revealed a fairly 
obese woman very healthy in appearance. Eye, ear, nose, and 
throat findings were normal. The thyroid was normal to palpa- 
tion, and the heart and lungs were normal. There were no masses 
or tenderness in the abdomen. The outline of the liver edge was 
normal. Vaginal examination revealed a normal cervix and a 
normal-size, freely movable uterus; nothing was felt in the ad- 
nexae. The extremities were normal. The blood pressure was 
140/80. Laboratory examination revealed the urine to be normal. 
The hemoglobin was 72% and the red blood cell count 3,900,000. 

The age of the patient together with the almost daily uterine 
spotting was very suggestive of carcinoma of the endometrium, 
and since there was a filling defect shown on x-ray at the cornu, 
it was thought best to do a hysteroscopic examination and take 
biopsy specimens under direct vision. This was done, and the 
cervix was found to be entirely normal. The hysteroscope was 
passed to the fundus, and examination of the area that was 
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shown previously in the x-ray to have a filling defect revealed 
a long pedunculated polyp arising from the left cornu. It was 
very smooth in outline, which was unmistakably that of a polyp 
rather than a carcinoma. Since it had a small pedunculated base, 
the fulguration tip was carried through the water outlet, the 
polyp fulgurated at its base, and the base well fulgurated. Ex- 
amination of the remainder of the uterine canal revealed no 
abnormalities. A curettage was not done. Since many of these 
small polyps arising from the cornu are difficult to remove with 
the curette, it is highly possible that this patient could have had 
repeated curettages with no abnormalities revealed, this treat- 
ment eventually resulting in either the application of radium or 
a hysterectomy. 

The appearance of early carcinoma through the hysteroscope 
is that of a fungating pinkish growth with slight tentacles float- 
ing freely in the water. These tentacle-like projections that are 
held upward by the water are not seen in an area of endometrial 
hyperplasia, and a carcinematous growth has become very ex- 
tensive, involving the entire uterine canal, there will often be 
seen whitish-grey areas where necrosis has occurred, and also 
that the carcinoma has extended down through the internal os 
into the cervical canal, unlike hyperplasia, which stops abruptly 
at the internal os. If the suspected carcinomatous growth is an 
early or extensive lesion, various spot biopsy specimens may be 
taken under direct vision with the biopsy specimen taker. In this 
way, particularly with the early carcinomatous lesion of the en- 
dometrium, there will not be as much liability of missing a 
growth as there is when the curette is used, with which at times 
it is very difficult to get a specimen, particularly from the cornu. 


The following case is an illustration of carcinoma of 
the endometrium diagnosed by use of the hysteroscope. 


Mrs. A. P., 48, gave a history of spotting between menstrua- 
tion for the past several months and also had noticed that the 
menses had become much more profuse during the past four to 
five months. There had been only slight odor associated with 
the uterine bleeding. There had teen no abdominal discomfort, 
loss of weight, or any other complaint. Since this patient was of 
menopause age, she had noticed the bleeding to be much more 
profuse at this time; it occurred at any time during the day and 
not on defecation or micturition. The patient thought that the 
irregular bleeding was probably associated with menopause 
and did not give it any serious thought. A hysterogram, or x-ray 
examination, was advised. Aqueous dye was instilled into the 
uterine canal and x-rays taken, which revealed a very ragged 
outline of the uterine canal with a large filling defect which was 
very suggestive of an extensive carcinoma of the endometrium. 
Physical examination revealed a robust woman. Eye, ear, nose, 
and throat findings were normal. The thyroid was normal to 
palpation. The heart and lungs were normal. There were no 
masses or tenderness in the abdomen. Vaginal examination re- 
vealed a normal-appearing cervix. Uterine spotting was seen at 
the external os at this time. The uterus was slightly enlarged 
and boggy; nothing was felt in the adnexae. The uterus was freely 
movable. The extremities were normal. The blood pressure was 
160/80. Urinalysis findings were normal. The hemoglobin was 
82% and the red blood cell count 4,300,000. Hysteroscopic ex- 
amination was advised after the large filling defect in the uterine 
canal was seen in the x-ray. On hysteroscopic examination the 
cervical canal appeared to be normal, but just before the internal 
os was entered, a ragged growth protruding into the cervical 
canal could be seen. On passing the hysteroscope into the uterine 
canal, it was very evident that the patient had an extensive car- 
cinomatous lesion involving the entire canal, with areas of 
whitish necrosis seen in various places. Biopsy specimens were 
taken which proved the diagnosis to be adenocarcinoma of the 
uterus. 


In this case carcinoma of the endometrium was diag- 
nosed without curettage. There was very little trauma in 
inserting the hysteroscope, and spot biopsy specimens 
could be taken at various areas. 

The question of a reflux of water through the fallopian 
tubes during the time of the hysteroscopic examination 
and the possible harm that may be caused by such reflux 
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of water through the fallopian tubes into the abdominal 
cavity has been mentioned several times. However, I do 
not feel that a reflux of a small amount of water through 
the fallopian tubes into the abdominal cavity would be 
of any serious consequence. It is my opinion that carci- 
nomatous cells are not carried through the fallopian 
tubes. Also other observers have noted that sections of 
fallopian tubes, in those patients with extensive carci- 
noma of the endometrium, have failed to reveal any car- 
cinomatous cells in the fallopian tubes themselves. 

Recently I have done hysteroscopic examinations on 
those patients with uterine bleeding requiring a curettage. 
After the curettage I inserted the hysteroscope to deter- 
mine the amount of endometrium left in the uterine 
cavity. There could be seen areas throughout the uterine 
canal which the curette had missed entirely. Also it is of 
interest to note that in those patients with polyps of the 
uterine canal I found on reexamination with the hystero- 
scope, after locating the polyp’s exact position with the 
hysteroscope and then curetting vigorously in this area, 
that the polyp was not dislodged. In those patients in 
whom it seems difficult to remove the endometrium en- 
tirely by curettage and in whom areas of endometrium 
persist in the uterine cavity, I have passed the fulguration 
tip to this area under direct vision and have fulgurated 
those areas of endometrium that remained after curettage. 

On microscopic examination of sections taken from 
specimens after fulguration of the endometrium, it was 
found that the glands of the endometrium were not en- 
tirely destroyed after fulguration of the endometrium 
with the fulguration tip. 

Follow-up on those patients having hysteroscopic ex- 
amination reveals that they have very slight fever, if any, 
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and are discharged from the hospital usually the second 
day following hysteroscopic examination. There has been 
no untoward symptom, such as abdominal pain, tender- 
ness, or fever, of any consequence following any hystero- 
scopic examination. 

Those patients with uterine bleeding having an x-ray 
of the uterine canal, or hysterogram, followed by hystero- 
scopic examination have been classed as having either 
negative or positive tests for tumors of the uterine canal. 
Those patients having a filling defect revealed by x-ray 
and a hysteroscopic examination in which a tumor is 
found to correspond to the previous x-ray finding are 
said to have a positive test for tumors of the uterine canal. 
However, if the filling defect shown on the x-ray proves 
on hysteroscopic examination to be endometrial hyper- 
plasia and not a tumor, the patient is classed as having a 
negative test for tumors of the uterine canal. 


SUMMARY 


A technique of direct vision of the uterine canal by a 
lens hysteroscope, as an aid to diagnosing pathological 
conditions of the uterine canal, is described. Owing to the 
simplicity of the procedure, any physician can quickly 
acquire the technique of such an examination and will 
find that such procedure will aid greatly in diagnosing 
those tumors which are so often missed. However, it is 
to be emphasized that this procedure should be used in 
conjunction with the present methods of diagnosis of 
benign and malignant lesions of the uterine canal. A neg- 
ative Or positive test classification is suggested to describe 
the results of the combined x-ray and hysteroscopic ex- 
amination of the uterine canal. 


Jefferson Bldg. 


ROLE OF PHYSICAL MEDICINE AND REHABILITATION IN A LARGE 
NEUROPSYCHIATRIC HOSPITAL 


Daniel Dancik, M.D., Long Island, N. Y. 


By tradition, a neuropsychiatric hospital is a place 
where mentally ill persons may receive shelter from the 
stormy blasts of life, care and attention of nursing and 
medical auxiliaries, and the individual attention of a 
psychiatrist. The concept of a neuropsychiatric hospital 
as a refuge often means, however, that patients are 
robbed of their individuality and are made to become 
overly dependent on the meager staff employed to ad- 
minister care. It is too frequently found that neuropsy- 
chiatric hospitals still adhere to the doctrine of attempt- 
ing to provide individual psychotherapeutic treatment 
for an individual patient by an individual psychiatrist, 
without facing the fact that individual psychotherapy is 
not a practical proposition, because of the huge number 
of patients confronting the psychiatric world. While it is 
true that radical individual treatment can free the inner 
drives of the emotionally ill patient, it is doubtful whether 
the large neuropsychiatric hospital of today, with its 
large patient population, can function usefully as one in 
which individual treatment is.practiced. The neuropsy- 
chiatric hospital must become a therapeutic institution in 


which the auxiliary and ancillary services that are today 
recognized as part of the psychiatric team can function 
under capable psychiatric guidance. Such a concept rec- 
ognizes the fact that a neuropsychiatric hospital should 
attempt to become a community, with the immediate aim 
of full participation of all patients in the daily routine and 
the eventual aim of resocialization of neuropsychiatric 
patients for life in the hospital community or in ordinary 
society.’ 

The first neuropsychiatric hospital to integrate the 
psychotic within the hospital community was organized 
by Pinel, who, in 1792, outlined a concept for the hu- 
mane treatment of the psychotic. Later, however, empha- 
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sis was placed on the scientific understanding of psy- 
chiatry to the neglect of the socializing influences of the 
hospital community. It is to Kraepelin, who classified and 
described the major neuropsychiatric disorders, that we 
must trace the true beginning of modern psychiatry. We 
are indebted to Freud and Meyer for the dominating in- 
fluence of psychopathology in the understanding of emo- 
tional problems. Freud’s ideas, especially, have affected 
the course of nearly all modern psychopathological in- 
vestigations. This does not mean that all his theories have 
been entirely accepted; in fact, many are disputed. How- 
ever, he has opened many new avenues of approach to 
psychological problems. He provided the impetus for 
psychotherapeutic techniques used today, as well as an 
insight into the psychological implications of physical 
medicine and rehabilitation principles. To cope with the 
ever-increasing neuropsychiatric population, the empi- 
rical methods of electric shock and insulin shock were de- 
veloped and still are useful. Research in modern psychi- 
atry has developed so rapidly that today the scientific 
study of neuropsychiatry has entered the physiological 
and biochemical fields with the goal of determining an 
organic etiological factor that will give us a better under- 
standing of our vast neuropsychiatric problem. 

Despite the advances made in psychiatry and neuro- 
psychiatric research, it is time to admit that the results of 
our therapeutic methods are meager compared with the 
great amount of endeavor invested. A radical cure for 
mental illness has not been found, except for those early 
stages when the process still is wholly reversible.’ Statis- 
tics give us a clue and a warning as to psychiatric prog- 
ress. There are approximately 650,000 patients in our 
mental hospitals, and the largest proportion of these falls 
in the category of the continued-treatment or chronic pa- 
tient. It is this group of patients with whom we are pri- 
marily concerned, for our chronic hospital patient load is 
increasing throughout the country. These patients suffer 
because their treatment is complicated by a scarcity of 
psychiatrists and other personnel, insufficient funds, and 
inadequate facilities. Furthermore, the lack of interest on 
the part of certain psychiatrists toward these patients re- 
sults in a lack of leadership and stimulation for their 
treatment. The attitude that nothing can be done has 
been too prevalent and has led to neglect in formulation 
of adequate treatment programs in many of our large 
neuropsychiatric hospitals.* This not only is true of par- 
ticular psychiatrists but is a general attitude on the part 
of us all. Too often, the scientific mind feels frustrated by 
poor results shown and craves a good percentage of cure. 
It isnot easy or pleasant to work in the darkness of the so- 
called back wards of our hospitals. Surely it is more inter- 
esting and pleasant to be up front where results are 
spectacular.* 

A physical medicine and rehabilitation service in a 
neuropsychiatric hospital, with its psychological orienta- 
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tion, its recognition of the importance of socially inte- 
grating the patient into the hospital milieu, and its goal 
of integrating all other therapeutic auxiliaries in the hos- 
pital, when administered by a psychiatrist specially 
trained in its application, is one answer to the problem 
of this ever-increasing patient population. 

Physical medicine and rehabilitation, in addition to its 
value as supportive treatment for a large number of early 
psychotics who respond favorably to other accepted 
psychotherapeutic modalities, provides the best means 
of therapy for those who do not respond to these meas- 
ures. Karl Menninger ° has aptly stated that the neuro- 
psychiatric patient invariably cannot work or play. There- 
fore, to teach such a patient how to work and how to 
play is to teach him how to adjust. Physical medicine and 
rehabilitation must try to make it possible for the patient 
to find an outlet for his instinctual urges in work and play. 
Activiticzs should be selected for the patient’s special 
needs, interest, and capacity, and these activities should 
be graded and expanded. Idleness is debilitating, par- 
ticuiarly when it is prolonged for any reason, and this is 
especially true for the chronic psychotic. It is, therefore, 
through planned physical medicine and rehabilitation ac- 
tivities that the patient’s attention may be elicited, leth- 
argy diminished, initiative stimulated, and self-expres- 
sion induced. Such activity releases emotional stress, 
develops initiative and confidence, fosters morale and 
feelings of well-being, and enhances security and self- 
respect. It should be understood that activities offered in 
physical medicine and rehabilitation have profound and 
ever-present psychological implications. It is the duty of 
the physician trained in the psychiatric applications of its 
principles to understand their workings and to use them 
for the maximum benefit of the patient, as well as to 
avoid or minimize effects that would be harmful. The 
psychiatrist so oriented must be able to impart this 
knowledge to the various specialized therapists under his 
direction. The program is an aid to the psychiatrist who 
realizes that many members of our chronic psychotic 
population must be treated in a closely integrated treat- 
ment program.° 

Many psychiatrists have questioned the specificity of 
physical medicine and rehabilitation in its application to 
psychiatry. At no time have claims to such specificity 
been made for this program. It is empirical in its treat- 
ment scope, as psychiatry is today. It is dynamic and 
purposeful, and, as applied to the individual patient, it 
takes into consideration his over-all background, his 
relationship to his environment, and his emotional drives 
and conflicts. It recognizes that the neuropsychiatric 
patient must not only understand his emotional problems 


-but, in addition, must be able to integrate himself into his 


community or hospital surroundings and must attempt 
to adjust himself to reality. Physical medicine and reha- 
bilitation must accept the responsibility of finding various 
means of assisting in the patient’s adaptation and adjust- 
ment. It is dynamic in that it provides the patient with 
an Opportunity for creative expression and satisfies any 
narcissistic gratifications he may be seeking. This results 
in a strengthening of ego functions. It also assists in 
socially integrating the patient, because the patient works 
among others. Furthermore, opportunity is given for ex- 
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pression of unconscious conflicts in the form of hostility, 
violence, resentment, or libidinal trends, which he may 
be unable to verbalize or express. Finally, it creates an 
opportunity for vocational adjustment in the hospital 
community, which is in itself an accomplishment. 

The physical medicine and rehabilitation service, as 
presently constituted at the Northport Hospital, consists 
of five specialized therapy segments, namely, occupa- 
tional therapy, manual arts therapy, corrective therapy, 
physical therapy, and educational therapy. This service 
is staffed by psychiatrically oriented therapists and is 
guided by a psychiatrist who is physiatrically inclined. It 
is our belief that the service creates a reality situation 
within the hospital environment. We recognize that a 
patient cannot be stimulated or motivated in a vacuum. 

What are some of the methods and procedures used in 
giving to the treatment situation its dynamic psychiatric 
implications? I shall first discuss occupational therapy, 
which includes, as functioning at the Northport Hospital, 
arts and crafts, manual arts therapy, educational therapy, 
and industrial therapy. Arts and crafts are used as an 
introductory activity for the more regressed and deterio- 
rated schizophrenic, as well as for the acutely ill psy- 
chotic. The skilled occupational therapist is able to 
provide activities that allow release of anxiety, free ex- 
pression of hostility, expression of guilt feelings, and 
restoration of work habits; in the more unpredictable 
patient she is able to determine the awareness, coordi- 
nation, skill, interest span, and work tolerance of the 
patient, before elevating him to a higher level of activity. 
An example of arts and crafts is finger painting, which 
readily offers a means of creative expression and is an 
ideal introductory medium for habit training activities. 
Finger painting may also be useful diagnostically, for at 
times it is possible to postulate the dynamics of a patient’s 
behavior on the basis of his finger painting. Much of the 
material set forth may be symbolic in nature and, of 
course, should be left for interpretation by a psychiatrist.’ 
Crafts involving pounding on metal may be stimulating 
and energy releasing, and may provide opportunity for 
free, nonverbal expression. Such simple habit training 
activities as sanding, planing, or painting may be intro- 
ductory to a lasting contact with a preoccupied and re- 
gressed catatonic; it may initiate the necessary restoration 
of coordinated movements, which sometimes are dis- 
torted and disorganized in an advanced psychosis. The 
chronically disturbed, agitated patient may be reached 
by an appeal to his destructive tendencies, which can be 
constructively applied and utilized. 

Manual arts therapy at Northport Hospital provides, 
in the facilities of various shops such as the wood, 
machine, metal, automotive, plastic, and garment shops, 
complex and more masculine types of activities for the 
chronic male psychotic. These shops are staffed by skilled 
male therapists having specific specialties for training 
purposes and are under the professional supervision of 
the chief occupational therapist. Many of the chronic 
psychotic patients, after careful observation by occupa- 
tional therapists in arts and crafts, are sent to the manual 
arts therapy shops, a step that gives the patient a pleas- 
urable sense of accomplishment, with a resultant feeling 
of acceptance and restoration of confidence. Those pa- 
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tients who are preoccupied with problems of a sexual 
nature, whether hostile or otherwise, may find, signifi- 
cantly, favorable motivating influences in an environ- 
ment dominated by male therapists. The broader and 
more complex activities in these shops give the psychotic 
an opportunity for expansion of latent hostile or aggres- 
sive energies and give him further opportunity for cre- 
ative expression. Every chance for vocational adjustment 
and retraining of former skills is given in these shops. 
Good mental hygiene is encouraged by training on a 
functional or “hobby” level. Group projects encouraging 
initiative, fostering socialization, and restoring confidence 
are also provided in these large shops. The patient’s 
opportunity to plan projects, to identify himself with a 
“father figure” or “imago ideal,” and to participate in 
group projects are definitely dynamic, motivating factors 
and are of great psychopathological importance. 

Educational therapy provides activities whereby the 
retarded, withdrawn mind is excited and activated 
through education, orientation, and information, thereby 
encouraging an alert mental attitude. This type of therapy 
assists in Overcoming social inadequacies and teaches 
patients a greater awareness of the world in which they 
live. We have found that the patient develops confidence 
in himself and a pride of accomplishment when he has 
successfully completed a General Educational Develop- 
ment Test, which is recognized as equivalent to a high 
school diploma in the state of New York. We have 
observed that many of our more resistive chronic patients 
become more useful citizens and more acceptable partici- 
pants in an educational therapy program when lessons 
in topics of the day are given. Some patients desire a 
more passive, quiet environmental situation, which is 
readily provided in an educational therapy milieu. Inter- 
personal relationships and group consciousness are en- 
couraged in group discussions. In many instances the 
more preoccupied, regressed psychotic has fully ex- 
pressed himself verbally concerning current topics. Cer- 
tain latent aptitudes for clerical and typing procedures 
have been uncovered and revealed to the patient, much 
to his advantage, and are conducive to a more favorable 
adjustment to his hospital situation. The physical medi- 
cine and rehabilitation service recognizes that not all per- 
sons are capable of adjustment in an arts and crafts or 
manual arts therapy situation. Many of our patients have 
had poor work or occupational backgrounds or have 
been unable to find the jobs best suited to their per- 
sonalities. We have had patients who have been able to 
adjust to training in office procedures, which indicates an 
approach to realism and a recognition of the patients’ 
capabilities, and at the same time fosters in the patients 
ideal patterns of behavior. 

We have found that many chronic psychotic patients 
who have failed to respond to arts and crafts, manual arts 
therapy, or educational therapy have derived consider- 
able benefit from a well-run, therapeutically oriented 
industrial therapy organization. The modern theory of 
industrial therapy (work therapy) does not, except in 
cases of depression, embody the idea of punishment. It 
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is a fact that therapeutic good can and does result from 
work itself, if the work is constantly directed according 
to certain fundamental principles. Through industrial 
therapy, the patient can obtain the security that comes 
from the attention, respect, and admiration of others and 
can find an outlet for his creative energies through his 
work.* Northport Hospital’s gardening program was 
planned to include a variety of activities offering the 
patient who does not respond to other types of therapy 
an opportunity to release his aggression and hostility, 
and to encourage his participation on either a competi- 
tive or a passive basis. These inherent dynamic factors 
have resulted in development to the extent that the pa- 
tients have created a garden and flower exhibit, which, 
in turn, has resulted in a spirit of community relationship 
and good-will. Gardening provides opportunities for 
exhibitionism, narcissistic gratification, and use of spe- 
cific creative abilities, besides offering socialization val- 
ues through group projects. 

Corrective therapy provides physical reconditioning 
activities for the purpose of offsetting advance of physio- 
logical retrogression during the regressive and deterio- 
rative phases of chronic psychosis. It is directed toward 
the restoration of full strength and stamina through 
participation in progressively graded physical activities. 
Corrective therapy is dynamic and psychiatrically ori- 
ented in that it insures an adequate outlet for the patient's 
interest and energy by satisfactorily substituting physical 
activity for the patient’s general inactivity.” Punching a 
bag or riding a stationary bicycle provides opportunity 
for release of tension, anxiety, and hostility. The ability 
to play with, rather than against, is encouraged. Reduc- 
tion in assaultive and hyperactive states has been accom- 
plished by this method, as attested to by the reduction in 
the number of patients requiring sedative hydrotherapy. 
Swimming as a sedative activity (with the pool heated 
to the proper temperature) is of great benefit for the 
disturbed, especially for the younger patients, who are 
apt to look upon swimming with favor.*” 

Physical therapy in a large neuropsychiatric hospital 
finds many fruitful applications. Hydrotherapy at the 
Northport Hospital is psychiatrically and physiatrically 
oriented to the extent of being medically controlled in- 
stead of being a simple nursing procedure. It is used for 
treatment purposes only, is carefully observed and con- 
trolled, and the feeling of punishment is removed and 
restraining factors lessened by the proper training and 
guidance of the hydrotherapy aides. Physical therapy 
procedures have been found successful not only in treat- 
ment of the commoner physical disabilities but also in 
the treatment of functional peripheral vascular disorders 
resulting from hypostasis. Physical therapy is used at 
Northport to alleviate or prevent any physical disability. 

CONCLUSIONS 

For the institutional psychiatrist who finds himself 
overwhelmed by the responsibilities of care of a large 
number of patients, a physical medicine and rehabilita- 
tion service provides a laboratory where patients exposed 
to the modalities of such a program can be carefully 
observed. Contact is best established in this milieu rather 
than within the confines of the ward, where physically 
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able patients sit about deteriorating, with nothing to do, 
day after day, but watch others doing the same thing. 

In the discussion of physical medicine and rehabilita- 
tion and its role in a large neuropsychiatric hospital, I 
have deliberately avoided discussing its specific psychi- 
atric role, as in electric shock therapy, insulin shock 
therapy, or psychosurgery, but have confined my dis- 
cussion to general facts and to its role in the medical 
care of the continued-treatment or chronic psychotic. 
Its role in the acute or early psychoses, its rehabilitation 
potential for electric shock therapy and insulin shock 
therapy, and its value in restimulation, remotivation, and 
reeducation of the psychosurgical case are readily ac- 
cepted. It is because of the scarcity of institutional psy- 
chiatrists that I have attempted to show that physical 
medicine and rehabilitation, while requiring less indi- 
vidual attention from the psychiatrist, is dynamic and 
psychiatrically oriented; with it we are able to apply 
accepted psychotherapeutic techniques under psychiatric 
guidance. The basic concept of physical medicine and 
rehabilitation for neuropsychiatric patients has been 
adequately expressed by the late Dr. Burlingame, who 
stated, “Sound physical medicine and psychotherapy in 
the form of personal tutoring occupy the front ranks in 
the help which may be offered to the mentally ill.”""* 

It is also felt that a physical medicine and rehabilita- 
tion service in a neuropsychiatric hospital will assist in 
changing the ordinary conception of a psychiatric insti- 
tution to one in which it is realized that “each individual 
patient will acquire habits and skills that will contribute 
to his social and economic integration.”'” 
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Hemophilia in the Female.—In 1886 Treves described a family 
of haemophilics in which some females appeared to be affected. 
This family, of which the most recent report up to the present 
was that of Handley and Nussbrecher (1935), has been investi- 
gated again, and the inheritance of the disease has been traced 
to the seventh generation. 

The clinical history and laboratory findings are those of 
haemophilia. The affected female members of the fifth genera- 
tion have all the clinical and laboratory manifestations of the 
disease. The severity of the clinical syndrome and the degree of 
haematological abnormality in these women do not appear to 
be different from those found in the affected male members of 
the family. Since they were the children of a male haemophilic 
and his first cousin, this unusual occurrence of affected female 
members in a haemophilic family can be explained by assuming 
that their mother was a carrier, and that they were homo- 
zygous for the disease. . . . The subsequent generations are 
all compatible with a diagnosis of the homozygous haemophilic 
state in the affected women, who appear to be the first human 
female subjects in whom the diagnosis of haemophilia has been 
substantiated. Treve’s original diagnosis of haemophilia in the 
female would thus appear to be correct.—Clarence Merskey, 
M.D., The Occurrence of Haemophilia in the Human Female, 
Quarterly Journal of Medicine, July, 1951. 
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UNRECOGNIZED PROSTATISM 


Vernon §. Dick, M.D., Boston 


The diagnosis of prostatic obstruction ordinarily pre- 
sents little difficulty. It has long been known, however, 
that advanced degrees of bladder neck obstruction occa- 
sionally develop so quietly that the true condition may 
not be suspected until severe uremia is present. This is 
the type referred to as “silent” prostatism. Although 
these patients are numerically few, they are particularly 
important because marked changes in the bladder and 
upper urinary tract have usually occurred before an 
accurate diagnosis has been made, and therapy is cor- 
respondingly more difficult and less effective. All three 
of the main causes of prostatic obstruction, benign 
hyperplasia, fibrous contracture, and carcinoma, may, on 
occasion, develop in this insidious manner. Actually, 
some symptoms of urinary obstruction are almost always 
present but may be so mild that they are ignored or 
lightly passed over by the patient, who thus unwittingly 
helps delay recognition of the condition. 

In a six-year period, 16 patients whose prostatic ob- 
struction progressed in this silent manner have been 


studied and treated at the Lahey Clinic. All were intelli- | 


gent men, the majority of whom had been seen regularly 
by their physicians; yet each had serious damage of the 
urinary tract before obstruction was detected. The pur- 
pose of this paper is to emphasize the occurrence of this 
mode of onset of prostatism by reviewing the salient 
characteristics in these 16 cases, with a brief discussion 
of the treatment. 

Ages varied from 51 to 75 years. Some patients had 
serious associated disease, such as arteriosclerotic heart 
disease, cerebrovascular disease, hypertension, and duo- 
denal ulcer. The immediate reasons for seeking medical 
advice could be classified as follows: (1) development 
of gastrointestinal symptoms, such as nausea, vomiting, 
flatulence, and constipation; (2) development of symp- 
toms resulting from severe anemia, as weakness, ease of 
fatigue, and dyspnea; (3) discovery of a mass in the 
lower abdomen by the patient or his physician; and (4) 
desire for a thorough medical examination prompted by 
symptoms or known disease unrelated to the urinary 
tract. Of the 16 patients studied, 6 had symptoms chiefly 
of the digestive tract, 2 had symptoms due primarily to 
anemia, 3 had a suprapubic mass found to be a distended 
bladder, and 5 had mild urinary symptoms elicited in 
the course of examinations being done primarily because 
of disease of other systems. None had ever had complete 
urinary retention, and most of them thought that they 
were passing normal quantities of urine without unusual 
difficulty. Careful questioning disclosed in all 16 at least 
a slight increase in urinary frequency with a weak stream 
and disturbances of control varying from mild terminal 
dribbling in most to definite enuresis in three. 

On physical examination the most frequent findings 
relative to the urinary tract were (1) an obviously dis- 
tended bladder; (2) evidence of dehydration, weight 
loss, uremia, and acidosis; and (3) changes in the pros- 


tate as felt rectally. Thirteen of these patients were recog- 
nized by the examiner as having distended bladders, but 
in two obesity obscured the situation, and in one asym- 
metry of the full bladder led to the preliminary diagnosis 
of abdominal neoplasm. Only six had unmistakable signs 
of uremia with dehydration and acidosis; one had exten- 
sive dermatitis thought to be uremic in etiology. The 
other patients in this group looked remarkably well, 
despite the fact that 8 of these 10 had elevated blood 
nonprotein nitrogen levels of varying degrees. After 
digital rectal examination the condition in the prostate 
gland was recorded as a benign enlargement in 13, small 
and fibrous in 2, and carcinoma, subsequently proved, 
in 1. It was noted that the size of the prostate often 
appeared to have decreased considerably after several 
days of bladder drainage. Initial systolic and diastolic 
blood pressures were found to be well above normal in 
13 of these 16 patients. No neurological abnormalities 
were found. 

Laboratory studies revealed significant elevation in the 
blood nonprotein nitrogen in 14 of these men, their first 
determinations ranging from 48 mg. to 200 mg. per 100 
cc. Although it could not always be proved that this 
azotemia was entirely due to prostatic obstruction, pros- 
tatism certainly appeared to be the major cause. Another 
striking laboratory finding was the degree of anemia 
found in most of this group. Fourteen had lower than 
normal hemoglobin levels, with nine having determina- 
tions under 10 gm. per 100 cc. The lowest was 5.8 gm. 
per 100 cc. Urine examination showed that only six 
patients had a definite urinary infection when first seen; 
the others voided grossly clear urine, which was of low 
specific gravity, often containing a small amount of albu- 
min and an occasional red blood cell, white blood cell, or 
cast in the sediment (see table). 

Roentgenologic examination included plain roent- 
genograms of the abdomen made on all, intravenous 
urograms done on six, and gastrointestinal studies car- 
ried out on three before the main pathologic condition 
was recognized. The plain roentgenograms disclosed 
little of importance save the absence of calculi, and the 
intravenous urograms showed either no excretion of dye 
or demonstrated hydronephrosis and hydroureters. In 
only one case, the upper urinary tract appeared normal, 
and in that case the bladder was markedly dilated and 
trabeculated. 

REPORT OF CASES 

Case 1.—A 61-year-old man experienced intermittent vomit- 
ing, chiefly in the evening, associated with slight epigastric dis- 
tress. Variable urinary frequency had been present for about six 
months. After roentgenologic study of the gastrointestinal tract 
by his local physician was considered inconclusive, he was re- 
ferred for further study to the department of gastroenterology. 
There his examination showed moderate dehydration, a greatly 
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distended bladder, and an enlarged benign prostate gland, Grade 
2. The nonprotein nitrogen level of the blood was found to be 
168 mg. per 100 cc., the creatinine 4.7 mg. per 100 cc., and the 
hemoglobin 7.5 gm. per 100 cc. The urine was of low specific 
gravity but otherwise normal. The blood pressure was 180 mm. 
systolic and 95 mm. diastolic. 

The patient admitted that his urinary stream had not been 
very forceful, but he had not been at all concerned about this. 
Hospitalization was advised and immediate suprapubic trocar 
drainage carried out under local procaine anesthesia. Parenteral 
fluids, including sodium lactate solution, were given freely. The 
nonprotein nitrogen level subsequently rose to 236 mg. per 100 
cc., then dropped to 85 mg. per 100 cc. and leveled off at that 
value. Repeat gastrointestinal roentgen study showed no intrinsic 
disease of the stomach or duodenum. He was discharged home 
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sidered his urinary symptoms so minimal, he failed to return for | 
this examination; he returned only when he noticed the lower 
abdominal mass. 

Physical examination in the surgical section revealed an 
asymmetric cystic mass in the suprapubic region, and, because 
of the absence of urologic complaints, various gastrointestinal 
lesions were considered as possible causes. Rectal examination 
showed an enlarged prostate, Grade 2, which felt benign. The 
blood nonprotein nitrogen level was 31 mg. per 100 cc. The 
hemoglobin was 11.8 gm. per 100 cc., and urinalysis disclosed 
no abnormalities. The blood pressure was 180 mm. systolic and 
104 mm. diastolic. 

Barium enema roentgen study was negative for intrinsic disease 
of the bowel but showed compression of the sigmoid colon by the 
mass. An excretory urogram showed nonfunction of the left 


“Silent” Prostatism; Data on 16 Patients 


Admission 
Heb. NPN 
Type of Chief Signs and Symptoms Gm./ g./ 
Case Obstruction Prompting Examination 100 Ce, 100 Ce, 
1 Benien prostatie Gastrointestinal 7.5 168 
hypertrophy 
2 Benign prostatic Discovery of suprapubie 11.8 31 
hypertrophy mass 
3 Benign prostatie Discovery of suprapubie 9.3 77 
hypertrophy mass 
4 Benin prostatie Anemia 8.7 133 
hypertrophy 
5 Benign prostatie Mild urinary frequency 84 115 
hypertrophy and urgency: wante 
general examination 
6 Benign prostatie Discovery of suprapubie 5.8 89 
hypertrophy mass 
7 Benign prostatie Gastrointestinal; inter- 10.9 165 
hypertrophy mittent enuresis 
8 Adenocarcinoma Cardiae failure; inter- 10.5 60 
mittent urinary fre- 
quency 
9 Benign prostatie Anemia; intermittent 63 52 
hypertrophy enuresis 
10 Benign prostatic Gastrointestinal; inter- 9.6 120 
hypertrophy mittent enuresis 
ll Benign prostatic Mild urinary urgency 13.7 43 
hypertrophy and frequency 
12 Contracture Gastrointestinal; mild 11.1 D4 
urinary frequency 
13 Benign prostatie Gastrointestinal; severe 6.5 200 
hypertrophy dermatitis 
Benign prostatic Mild urinary frequency 14.1 
hypertrophy and urgency 
15 Benign prostatie Gastrointestinal; mild 9.2 48 
hypertrophy urinary frequency 
16 Contracture Gastrointestinal 10.7 83 


Type of Prostatectomy 
and Weight of 


Urine Type of Drainage Tissue Removed 
Unin fected Trocar suprapubic Suprapubie enucleation, 
50 gm. 
Uninfected Trocar suprapubie Suprapubie enucleation, 
80 gm. 
Infected Urethral catheter Transurethral resection, 
62 gm. 
Unintected Trocar suprapubie None—awaiting surgery 
Infected Urethral catheter Suprapubic enucleation, 
41 gm. 
Unintected Suprapubie Suprapubic enucleation, 
44 gm. 
Transurethral resection, 
10 gm. 
Infected Urethral, later Suprapubic enucleation, 
suprapubie 52 gm. 
Unin feeted Trocar suprapubie Transurethral resection, 
0gm., and bilateral 
orchiectomy 
Unin fected Trocar suprapuble Suprapubie enucleation, 
53 gm. 
Infected Urethral, later Suprapubie enucleation, 
suprapubie 65 gm. 
Unin fected None Transurethral resection, 
68 gm. 
Uninfected Trocar suprapuble Transurethral resection, 
14 gm. 
Infected Urethral, later Transurethral resection, 
suprapubie 32 gm. 
Uninfected Urethral catheter Transurethral resection, 
gm. 
Infected Urethral, later None; died in uremia 
suprapubie 
Uninfected Trocar suprapubie 


Transurethral resection, 
8 gem. 


with a larger suprapubic tube in place, and gained moderately 
in weight and strength. Kidney function improved slowly, but 
drainage had to be continued for about 15 months before he was 
considered a reasonably safe operative risk. At that time a supra- 
pubic prostatectomy was carried out uneventfully, a three-lobe, 
benign hyperplasia being found. From the surgical standpoint 
he progressed satisfactorily, the wound healed normally, and he 
voided easily after closure of the wound; however, kidney func- 
tion remained most precarious. Death occurred at home approxi- 
mately five months after the prostatectomy, presumably from 
renal insufficiency. 

Case 2.—A 67-year-old dentist entered the clinic for exami- 
nation because he had recently noted a mass in the lower portion 
of the abdomen. He denied having any urinary symptoms, al- 
though two and one-half years previously, while being studied 
in regard to mild chest pain, he had admitted having intermittent 
hesitancy, slight frequency, some decrease in size and force of 
the stream and, in fact, had been advised to have more complete 
urologic study, including excretory urograms. Because he con- 


kidney and marked hydronephrosis on the right. A diagnosis of 
prostatic obstruction with chronic urinary retention was made; 
suprapubic trocar drainage and bilateral vasectomy were per- 
formed, followed in two weeks by suprapubic enucleation of 80 
gm. of benign prostatic tissue. Convalescence was uneventful. 
At a check-up examination one year later he was found to be 
voiding a large stream easily; he had no residual, and the urine 
was clear. 

Case 3.—A 60-year-old man said he had no urinary or other 
complaints whatsoever when first seen in the urology department, 
where he had been sent for an opinion regarding a large, lower 
abdominal, cystic mass, extending at least an inch above the 
umbilicus. The prostate was benign and enlarged to Grade 2. 
The urine showed five to six white blood cells per high power 
field and no organisms. Roentgenograms of the upper gastroin- 
testinal tract previously made elsewhere demonstrated only dis- 
tortion of the bowel pattern by the cystic mass. It was necessary 
to catheterize this patient and withdraw 11 oz. (330 cc.) before 
he could be convinced that the mass was indeed his distended 
bladder. The blood nonprotein nitrogen level was 77 mg, on 
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admission but dropped to 27 mg. per 100 cc. after urethral 
catheter drainage for one week. The hemoglobin was 9.3 gm. 
per 100 cc. The blood pressure was 190 mm. systolic and 110 
mm. diastolic. Excretory urograms demonstrated bilateral hydro- 
nephrosis and hydroureters. After the kidney function had im- 
proved and the anemia was corrected, transurethral prostatect- 
omy was carried out, with removal of 62 gm. The gland was of 
the trilobar benign type. Convalescence was uneventful, and the 
patient was discharged on the 10th postoperative day, voiding 
well. 


CasE 4.—A 75-year-old man was admitted on the medical 
service because of severe weakness, nervousness, and recent 
nausea with intermittent vomiting. He had had mild nocturia for 
years but said he had no other disturbance of urinary function. 
His local physician had been treating him for anemia for some 
time, without success. Examination showed that the patient was 
very pale and weak; the lower part of the abdomen looked some- 
what prominent, and, on palpation, the bladder was found to be 
distended to the umbilicus. The prostate gland as felt rectally was 
enlarged, Grade 3, and benign. The blood pressure was 180 mm. 
systolic and 90 mm. diastolic. The blood nonprotein nitrogen 
level was 133 mg. per 100 cc. The urine showed a rare white 
blood cell per high power field. The hemoglobin was 8.7 gm. 
and at a later examination 6.2 gm. per 100 cc. Trocar cystotomy 
was done under local anesthesia and the bladder emptied without 
incident. Kidney function improved somewhat over the next few 
weeks, the nonprotein nitrogen level dropping to approximately 
85 mg. per 100 cc. His general condition improved slowly with 
hydration and numerous blood transfusions, but it became obvi- 
ous that prostatectomy would have to be deferred indefinitely. 
He was, therefore, discharged home with suprapubic drainage, 
which he has tolerated well. The nonprotein nitrogen level of 
the blood, however, has risen to about 110 mg. per 100 cc., and 
the anemia becomes very severe unless frequent transfusions 
are given. It seems doubtful that any type of prostatectomy can 
be undertaken with a reasonable chance of survival. 


COMMENT 

The mechanism of development of this silent prostatic 
obstruction appears to be a conscious or unconscious 
stifling of the original irritative symptoms of prostatism, 
and, with a very gradual increase in the degree of ob- 
struction and amount of residual urine, numbing of the 
sensory components of bladder innervation results. Tre- 
mendous distention of the bladder then may cause no 
sensation other than perhaps a vague feeling of discom- 
fort in the lower part of the abdomen, and the urge to 
void may be greatly reduced in intensity or felt only as 
a suprapubic ache. With the overlay of digestive symp- 
toms, such as anorexia, flatulence, and constipation, or of 
other disease, attention is further removed from the uri- 
nary tract, the role of the prostate being lost sight of 
until a thorough investigation is undertaken. Many intel- 
ligent men expect that with age some degree of urinary 
frequency, nocturia, and diminution in size and force 
of the stream constitute a normal condition, which, if 
not too severe, they accept as their lot and try to ignore. 
An underlying fear of surgical treatment also influences 
some persons to minimize or suppress the earlier symp- 
toms of prostatism. Whatever the particular cause, the 
result may be the unrecognized development of marked 
urinary obstruction. With the bladder chronically dis- 
tended, an overflow incontinence often occurs, chiefly 
during sleep or relaxation, with a considerable increase 
in terminal dribbling. Such patients may seek relief only 
when the enuresis becomes annoying. 
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The urine remains uninfected as a rule, which con- 
tributes to the absence of symptoms. When infection 
does supervene, a serious crisis may be produced, with 
resulting acute pyelonephritis, hematuria, and further 
decrease in kidney function. This usually forces attention 
to the urinary tract and necessitates immediate treat- 
ment. Sudden hematuria in the absence of infection may 
act in the same manner. 

The anemia which is found in the majority of these 
patients apparently is related to the degree of azotemia 
present and is caused by depression of function of the 
bone marrow; an inadequate diet is, of course, an addi- 
tional factor in many. Donovan ' recently reported 10 
instances of severe anemia associated with chronic pros- 
tatic obstruction. Transfusion, in addition to correction 
of the fundamental disease of thé urinary tract, is the only 
effective means of therapy; it seems impossible to im- 
prove the blood picture significantly in uremic patients 
by means of iron or other medication. 

It is apparent that the diagnosis of this relatively 
symptomless type of prostatic obstruction is not difficult 
once the possibility is considered and when the condition 
has become advanced. The difficulty lies in recognizing 
such cases before irreversible pathologic changes have 
occurred. In this regard the free use of excretory urog- 
raphy in the study of patients who present even minimal 
obstructive urinary symptoms or have any physical find- 
ings suspicious of obstruction of the vesical neck has 
been of definite aid. This is fairly common practice. we 
realize, and well worth while.* By means of it, several 
instances in which bladder and ureteral damage were 
developing from prostatism have been detected, and the 
patients successfully treated, despite an almost complete 
lack of the usual symptoms. 

Catheterization of these patients in the office as a 
diagnostic means should be done cautiously, if at all, 
especially when the urine is sterile. The fear of intro- 
ducing infection, producing bleeding or complete reten- 
tion, or otherwise complicating an already serious situa- 
tion before provision for hospitalization has been made, 
are factors that influence us against the diagnostic use of 
the urethral catheter whenever significant obstruction of 
the bladder neck is suspected. The decision regarding the 
necessity for hospitalization can practically always be 
made without its use; in fact, a careful history and physi- 
cal examination usually will suffice to make the diagno- 
sis, and further studies can be deferred until the patient 
is hospitalized. Then, if the kidney function is not too 
badly damaged, an intravenous urogram will give accu- 
rate information without requiring instrumentation of 
any kind. 

It is important to recall that the size of the prostate 
on rectal examination can be misleading; a normal gland 
palpated rectally or one smaller than normal is not 


1. Donovan, H.: Severe Anaemia and Hyperpiesia Associated with 
Prostatic Obstruction, Brit. J. Urol. 19: 126 (Sept.) 1947. 

2. Engel, W. J.: Intravenous Urography in Study of Vesical Neck 
Obstructions, Am. J. Roentgenol. 62: 661 (Nov.) 1949, 

3. Lower, W. E.: Trocar and Cannula for Suprapubic Drainage of 
Bladder, Urol. & Cutan. Rev. 2:6 (Jan.) 1914. Engel, W. J.: Suprapubic 
Trocar Cystostomy: Evaluation and Presentation of an Improved Instru- 
ment, Tr. Southeast. Sect. Am. Urol. Assn. 14:27, 1950. 
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incompatible with the diagnosis of prostatism. Fibrous 
contractures of the bladder neck commonly are the cause 
of very marked obstructive pathologic changes. 

The treatment of patients having this silent mode of 
onset of prostatism is the same as in other cases of pros- 
tatic obstruction with severe vesical and upper urinary 
tract damage. As a general rule, drainage of the urinary 
tract is necessary until the kidney function has improved 
and stabilized and the patient’s general physical condi- 
tion permits prostatectomy with a reasonable chance of 
survival. If the obstruction has been discovered before 
serious renal injury has occurred, prostatectomy without 
preliminary drainage may be safe. My co-workers and I 
have tended to employ suprapubic drainage, usually the 
trocar type,’ performed under local anesthesia, in pa- 
tients whose urine was uninfected but who had grossly 
distended bladders and serious damage of the upper 
urinary tract as judged either by the nonprotein nitrogen 
level or by intravenous urography. Prophylactic bilateral 
vasectomy is done at the time of cystostomy. It has often 
been possible with suprapubic trocar drainage to prevent 
the introduction of infection into the urinary tract at 
least until the renal function had improved considerably, 
and, in four of the eight patients who had initial supra- 
pubic trocar drainage followed by prostatectomy two to 
three weeks later, the urine remained free of infection up 
to the time of the prostatectomy. With urethral catheter 
drainage, pyuria developed much more quickly despite 
careful technique and management. 

With both urethral and suprapubic drainage the 
chronically distended bladder was emptied moderately 
slowly, usually by raising the inverted glass “Y” in the 
drainage tube to a height just permitting urine to flow 
over when the patient coughed or strained a little; this 
was lowered progressively Over a two-day period until 
the “Y” was at the biadder level. Patients were not con- 
fined to bed unless an associated condition required re- 
cumbency. It is recognized that immediate, complete 
emptying of the bladder usually does no great harm, 
but in two of our patients whose distended bladders were 
rapidly emptied hematuria developed, with clots suf- 
ficient to interfere with drainage. Some such bleeding 
frequently occurs, but we had not seen this degree be- 
fore. Since most of the patients in this group need pro- 
longed drainage, we see no particular gain in sudden 
evacuation of the bladder and try to do it just slowly 
enough to avoid bleeding. 

In addition to providing urinary drainage, efforts are 
made to improve the kidney function by supplying ade- 
quate fluids, to counteract the symptoms of acidosis by 


giving alkalis, to restore the normal hemoglobin by trans- 


fusion, and to correct nutritional and vitamin deficien- 
cies. If infection is present, appropriate antibiotics and 
chemotherapy are employed as indicated and permitted 
by renal function. Prostatectomy is carried out when the 
blood nonprotein nitrogen level returns to normal or 
becomes stabilized, provided the patient’s general phy- 
sical condition allows any type of surgical procedure. 
Of 14 patients in our group who came to operation, 
7 had suprapubic enucleation of their prostates and 
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7 had transurethral resections. One patient who had 
suprapubic enucleation subsequently had transurethral 
resection of a greatly thickened vesical neck and pros- 
tatic capsule. Two patients were not operated on; one 
died of uremia three months after cystostomy drainage; 
the other is still being treated with suprapubic drainage, 
since he is in no condition for surgery one year after the 
establishment of this drainage. No operative deaths oc- 
curred in this group, but two men are known to have died 
five and six months, respectively, after operation, pre- 
sumably of uremia; one had had a suprapubic, the other a 
transurethral, prostatectomy. It is our impression that 
those patients who had transurethral procedures had a 
somewhat easier, smovilier postoperative course than the 
others, but the greups are too small for any significant 
comparisons. If the size of the prostate and other con- 
siderations permit, we favor the transurethral approach 
rather than an open surgical procedure on these and 
similar patients with impaired renal function.‘ Attentive, 
prolonged preoperative and postoperative care must be 
provided regardless of the method of prostatectomy. 


SUMMARY AND CONCLUSIONS 

Attention is again called to the fact that prostatic ob- 
struction may develop insidiously and pass unrecognized 
until serious, often irreversible, damage to bladder and 
kidneys has ensued. The significant findings in 16 such 
patients are reviewed; the mechanism of development, 
the diagnosis, and the principles of treatment are briefly 
discussed. Gastrointestinal complaints, symptoms of 
anemia, or the discovery of a suprapubic mass or seem- 
ingly very mild urinary disorders may bring these pa- 
tients to the physician. The diagnosis of “silent” prosta- 
tism is not difficult if the condition is considered and the 
ordinary means of urologic study are employed. 

605 Commonwealth Ave. 


4. Greene, L. F., and Thompson, G. J.: Transurethral Prostatic Resec- 
tion in Patients with Advanced Renal Insufficiency, J. Urol. 54: 166 
(Aug.) 1945. 


“Cancer Cures.”— . . . Clinical trials of possible cancer cures 
in man are extremely difficult and fraught with pitfalls for the 
unwary. Since all the symptoms of cancer in man (apart from 
the presence of the tumour) are due to the secondary complica- 
tions of sepsis, pressure, obstruction and hemorrhage, no im- 
provement in the patients’ general condition which does not 
include disappearance of the tumour can be admitted as evidence 
of specific action on cancer cells. Many substances, for example, 
lead (Blair Bell), lead selenide (Todd), bacterial products (Coley 
and others) and organic compounds of great variety, for ex- 
ample, colchiceine, colchicine, nitrogen mustard et cetera, have 
been used in the past in clinical trials in man. Most of them 
appeared to produce temporary amelioration, but none has 
proved of any true value in the treatment of cancer. Early and 
complete surgical excision still offers the best hope, and in this 
connexion I must point out that even if a medical means of 
killing cancer cells specifically should ever be found there will 
still be immense scope for surgery. Relief of obstruction, me- 
chanical restoration of function, “cosmetic” removal of a tumour 
mass and control of sepsis will all still be necessary, since cancer 
in the early stages is not painful and most often presents as an 
interference with function or as a visible tumour. The scope of 
a “medical” treatment would be an adjunct to this, to clear up 
any outlying cells or metastases.—W. E. Gye, The Criteria of 
a Cancer Cure, Medical Journal of Australia, Dec. 29, 1951. 
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“KREBIOZEN” IN TREATMENT OF CANCER 


COMPARISON WITH OTHER THERAPY AS DETERMINED BY ENZYME ANALYSIS 


Henry A. Szujewski, M.D., Chicago 


Since the exact chemical nature of “krebiozem” is un- 
known, the best way to determine its activity was to 
observe the physiological reactions caused by its ad- 
ministration. In order to analyze these reactions, Dr. 
William P. Phillips ' requested that laboratory analyses 
similar to those being used to examine patients under- 
going operations, radiation, or hormone therapy be 
carried out in the cases reported here. This study of 
patients being treated for cancer had been in progress 
for some time at Holy Cross Hospital Cancer Labora- 
tory. In the study of physiological reactions to “krebio- 
zen” Dr. Phillips administered the “krebiozen” and 
supervised the clinical course. Dr. James W. Henry ” 
examined the biopsy specimens as well as surgical and 
autopsy material. 

Investigators have confirmed that the antiproteolytic 
reaction of serum in man is increased in the presence 
of cancer.* West and Hilliard * demonstrated the proteo- 
lytic enzyme inhibitors of human blood in health and 
disease and their relation to neoplastic disease.” West 
and associates used these same inhibitors to evaluate 
various therapeutic agents for cancer.® This work clearly 
points to the delicate enzyme-antienzyme balance in 
man. Because therapeutic agents can modify the nitrogen 
kinetics in a tumor, their efficacy can be measured by 
determining the balance between the levels of the en- 
zyme inhibitors for rennin and chymotrypsin. Quantita- 
tive laboratory methods for estimation of chymotrypsin 
and rennin inhibitors in human blood serum have been 
described,‘ and the many factors other than malignancy 
that influence their concentration have been demon- 
strated. The adaptation of the balance of enzyme inhibi- 
tors for rennin and chymotrypsin to the course of a 
patient with proved cancer is demonstrated in several 
typical cases. 

A positive diagnosis of cancer was made by biopsy for 
all patients in this study, including all patients who 
received “krebiozen.” Enzyme inhibitor determinations 
were made by the technique of West and Hilliard * at 
various intervals. Selected cases in which treatment was 
given with and without “krebiozen” are reported in 
detail. 

The following data demonstrate that a careful study 
and interpretation of the serum concentrations of rennin 
and chymotrypsin inhibitors, correlated with sound 
clinical judgment, provide information about the activity 
of a proved cancer in a patient, and about the effects of 
the treatment for that cancer. The importance of this 
analysis is demonstrated by the multiple determinations 
shown in chart 7. 

These enzyme-antienzyme balances are considered 
first in healthy persons, and then in relation to the effects 
of surgery, radiation, hormonal therapy, and “krebio- 
zen” therapy on cancer and its course. Although several 
hundred determinations were made in many cases, only 
representative cases are presented. 


NORMAL ENZYME INHIBITOR PATTERN 

The normal value for rennin enzyme inhibitor is 
always moderately in excess of chymotrypsin inhibitor 
(chart 1). The level of inhibitor for chymotrypsin is 
considered normal when it is 5.5 units ‘ or less. At no 
time does the inhibitor for chymotrypsin measure quan- 
titatively more than the inhibitor for rennin in the normal 
range. The balance remains constant week after week. 
Such activities as travel by air or automobile, long walks, 
long fasting, having a cold, or menstruation may pro- 
duce slight deviation from the normal. Such temporary 
deviations, as well as one resulting from a major surgical 
procedure, will return to normal in a few days or weeks 
following recovery. The normal range for the inhibitor 
of rennin is between 7 and 12 units, and in a small per- 
centage of cases, 20 to 50 units, especially in adolescents 
and children. In pregnancy, there is a steady increase 
of inhibitors for chymotrypsin above normal, but there 
is a corresponding rise of the inhibitors for rennin.’ The 
important finding is that the equilibrium between the 
two inhibitors is such that, at all ages, antirennin is 
normally in excess of antichymotrypsin. 


RELATION OF ENZYME INHIBITOR PATTERNS TO 
ACTIVITY OF CANCER 

A correlation has been observed between the enzyme 
inhibitor level of the serum and the rate of progress of 
malignant disease. Results obtained in a comparative 
study of two cases of carcinoma of the cervix are pre- 
sented in detail. 

Case 1.—On March 8, 1951, M. G., age 39, noticed a con- 


siderable bloody discharge from the vagina. On March 29 she 
was hospitalized. Pelvic examination and diagnostic curettage 
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revealed an adenocarcinoma of the cervix. No treatment was 
instituted. Enzyme studies showed the pattern plotted in chart 
2A. 

Case 2.—L. F., age 41, noticed a watery discharge from the 
vagina about May, 1951. In July she consulted her physician, 
who advised a biopsy. The biopsy revealed an adenocarcinoma 
of the cervix. Her enzyme inhibitor pattern is shown in chart 
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UNITS OF INHIBITOR 
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Chart 1.—Normal pattern of levels of rennin enzyme inhibitor and 
chymotrypsin enzyme inhibitor, determined at intervals in an adult with 
undisturbed metabolism from Nov. 6, 1950, to March 3, 1951. Single dash 
and dot line represents rennin inhibitor, and double dash and dot line 
represents chymotrypsin inhibitor. 


Both patients appeared slightly ill. Weight loss was 
not too great, and their general subjective symptoms 
were about the same. Results of clinical examinations 
and the usual laboratory studies were similar for both. 
However, the enzyme inhibitor levels of the serum indi- 
cated a fundamental difference in the two patients. 
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Chart 2 (cases 1 and 2).—Enzyme inhibitor levels showing correlation 
with progress of disease in two patients with adenocarcinoma of the cervix. 
In A, the pattern indicates slower growth of the tumor than in B. Single 
dash and dot line represents rennin inhibitor, and double dash and dot line 
represents chymotrypsin inhibitor. 


M. G. (chart 2A) exhibited a pattern that is associated 
with rather slow growth. The level of rennin inhibitor 
was high at first, then gradually and steadily declined. 
The level of inhibitor for chymotrypsin gradually, but 
steadily, increased. In the case of L. F. (chart 2B), the 
level of enzyme inhibitor for chymotrypsin was low at 
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first and then rose rapidly, as seen in the third determina- 
tion made on Oct. 19. A comparison shows that the 
tumor was more active in the case of L. F. than in the case 
of M. G., and that the rate of growth was greater in L. F. 
than in M. G. 


EFFECT OF SURGICAL EXTIRPATION ON ENZYME 
BALANCE OF CANCER PATIENT 


Case 3.—In September, 1947, patient R. W. S. (chart 3) first 
noted a difficulty in reading fine print. In January, 1948, the 
glasses of the patient were changed, but the difficulty continued, 
and diminution of vision of the left eye was noted, with droop 
of the left lower eyelid. In August, 1949, loss of the sense of 
smell and marked congestion of the nose was noted. Loss of ap- 
petite and weight followed. In December, 1949, examination re- 
vealed a tumor in the left antrum, with obstruction of the left 
nasal passage, and bulging of the left eyeball was noted. The 
patient appeared gravely ill. X-ray examination was made, and 
biopsy revealed an adenocarcinoma of the antrum. Surgical and 
chemosurgical treatment was given, and on Dec. 24, 1949, fur- 
ther multiple microscopic examinations of the tissue revealed 
no tumor cells. The patient gradually but steadily improved, and 
has been well now for two years. 
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Chart 3 (case 3).—Effects of surgical and chemosurgical treatment on 
enzyme inhibitor levels of a patient with adenocarcinoma of the antrum. 
The surgical treatment was given on Dec. 14, 1949, and the chemosurgical 
treatment on Jan. 18, 1950. Single dash and dot line represents rennin 
inhibitor, and double dash and dot line represents chymotrypsin inhibitor. 


Enzyme inhibitor balance determinations were made 
before surgical intervention and after treatment was 
completed. On Dec. 14, 1949, the imbalance was ap- 
proaching the maximum. Following treatment further 
determinations were made. On Jan. 18, 1950, the en- 
zyme imbalance began to improve markedly, indicating 
that the disturbing influence of the tumor was lessened. 
After the usual postoperative period, recovery was com- 
plete. Further enzyme determinations revealed that the 
balance of enzyme inhibitors was normal. The physio- 
logical effect of surgical extirpation that is illustrated has 
been demonstrated in many cases after surgery. 
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EFFECT OF X-RAY THERAPY ON ENZYME PATTERN 
OF CANCER PATIENT 


The enzyme inhibitor patterns are highly sensitive and 
are an effective yardstick for the measurement of the 
effectiveness of radiation therapy in cancer also. 


Case 4.—S. S., a 41-year-old man, entered the hospital on 
Oct. 29, 1948, with the presenting complaint of swelling under 
the right arm of one year’s duration. The patient stated that he 
had had the mass in the axilla for three years but had noted an 
increase in size for only the past year. No pain or diminished 
motion accompanied the tumor. The past history was not sig- 
nificant. The physical examination revealed no abnormality ex- 
cept a swelling in the right axilla, the size of a palm of the hand. 
The laboratory findings were within normal limits except for 4+ 
glycosuria. The fasting blood sugar level was 117 mg. per 100 cc. 
The day following admission a lipoma covering a mass of hard 
enlarged lymph nodes was discovered at operation. All the nodes 
and axillary fat were removed. Microscopic study revealed lym- 
phogranulomatosis, Hodgkin’s type, of the lymph nodes. 


Enzyme inhibitor balance determinations were made 
following x-ray therapy. No other treatment had been 
administered before this x-ray therapy. At the first deter- 
mination the disease was causing a high degree of imbal- 
ance and high rate of tumor metabolism (chart 4). Since 
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Chart 4 (case 4).—Improvement in balance of enzyme inhibitors follow- 
ing x-ray treatment on May 22, 1951, for Hodgkin’s sarcoma. The single 
dash and dot line represents rennin inhibitor, and the double dash and dot 
line represents chymotrypsin inhibitor. 


the first course of x-ray therapy was administered sev- 
eral months before the enzyme determinations were 
made, the effects of the treatment were no longer demon- 
strable. Further x-ray therapy was advised, and other 
enzyme determinations were made. On June 29, 1951, 
shortly following another course of x-ray therapy, the 
imbalance was shifted toward improvement, showing 
the beneficial effect of the treatment. Although the dis- 
ease was active, the chart shows fairly good balance and 
the patient was progressing well clinically. The thera- 
peutic effect of x-ray therapy is demonstrated by the 
pattern of enzyme inhibitor balance in this case. 


EFFECTS OF HORMONE THERAPY IN CANCER AND 
INFLUENCE ON ENZYME INHIBITOR PATTERNS 
Case 5.—S. C., age 64, first noticed acute pain and a slight 
hematuria with marked difficulty in urinating on March 28, 
1951. He was admitted to the hospital, and a cystotomy was 
performed on March 30. The patient’s condition improved with 
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symptomatic and supportive treatment, and on April 17 trans- 
urethral resection of the prostate was performed. Histological 
examination revealed adenocarcinoma of the prostate. X-ray 
examination revealed metastatic lesions in the pelvis. Enzyme 
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Chart § (case 5).—Improvement of enzyme inhibitor balance following 
administration of diethylstilbestrol from April 24 to Oct. 23, 1951, for 
cancer of the prostate. Single dot and dash line represents rennin inhibitor, 
double dash and dot line represents chymotrypsin inhibitor. 
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Chart 6.—Effects of “krebiozen”’ on enzyme inhibitor balance: A, in a 
patient with carcinoma of the lung who received the drug from May 22 
until he died Oct. 19, 1951; B, in a patient with metastatic carcinoma of 
the bowel who received the drug on Sept. 28 and died Oct. 26, 1951; and 
C, in a patient with malignant melanoma who was given “krebiozen” on 
May 4 and died May 15, 1951. Single dot and dash line represents rennin 
inhibitor, double dash and dot line represents chymotrypsin inhibitor. 


inhibitor levels were determined before diethylstilbestrol therapy 
was instituted and during therapy. The acid phosphatase value 
was 11.2 Bodansky units after cystotomy. 
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After transurethral resection and before hormonal 
therapy, the enzyme inhibitor levels for chymotrypsin 
and rennin were reversed, the level of inhibitor for 
chymotrypsin being quite high. It remained this way for 
about two months. On June 29 the level of the inhibitor 
for chymotrypsin dropped, and the patient improved 
subjectively (chart 5). Determinations made five and six 
months later showed continued improvement and con- 
trol, although the disease was still active. The definite 
therapeutic effect is demonstrated on the chart, as well 
as the clinical improvement, which was so great that the 
patient returned to his daily routine and work. The acid 
phosphatase level on Nov. 19 was 6.1 Bodansky units. 
On Oct. 23 the hormonal therapy was stopped. Deter- 
minations one month later showed a decrease in the 
inhibition for rennin, revealing that the influence of 
diethylstilbestrol was weakened. Orchidectomy was 
planned. 

EFFECT OF “KREBIOZEN” ON CANCER 


There can be no doubt of the effectiveness of sur- 
gery, radiation, and hormonal therapy in treatment of 
cancer, as substantiated by these enzyme analyses. Many 
other drugs can be tested in a fairly short time for their 
effectiveness, as shown by West and associates.* The 
drug called “krebiozen” was tested in 70 cases, 13 of 
which are incomplete, but 57 cases were thoroughly 
followed. Determinations of enzyme inhibition were 
made before, during, and after treatment with “kre- 
biozen.” Seven typical cases are presented in detail. 


Case 6.—In October, 1950, M. S., age 48, had a large bowel 
obstruction, and a large segment of the bowel was removed at 
St. Francis Hospital. The patient progressed well for four and 
one-half months. Gradually, abdominal pain with progressive 
abdominal enlargement developed. Paracentesis was performed, 
and large amounts of yellow fluid were removed. Another ex- 
ploratory abdominal operation was performed on Feb. 10, 1951, 
and the diagnosis was metastatic cancer throughout the abdo- 
men, with obstruction of the portal system. Following surgical 
recovery, three courses (1 cc. of “krebiozen” was given in each 
course) of “krebiozen” were administered. Determinations of 
enzyme inhibitor levels were made starting Sept. 28, 1951 (chart 
6B). 

Following initial treatment with “krebiozen,” one course 
weekly was administered. There was no marked clinical im- 
provement. The enzyme inhibitor levels were reversed from the 
start, and indicated progressive disease with a poor prognosis. 
The patient gradually declined and died on Oct. 26, 1951. In 
spite of intensive “krebiozen” administration, the patient’s dis- 
ease continued unaltered and finally destroyed the patient’s life. 

Case 7.—In November, 1950, J. G., a 55-year-old man, had 
an upper respiratory infection. A roentgenograph of the chest 
revealed an area of consolidation in the upper lobe of the right 
lung that did not disappear or alter in appearance over a period 
of several weeks. The patient coughed violently on occasion, and 
once coughed up some tissue fragments that were examined 
microscopically. The examination revealed a carcinoma of the 
oat-cell type. “Krebiozen” therapy was instituted at the patient’s 
request. He refused surgery. 

Enzyme inhibitor studies were made before and during treat- 
ment with “krebiozen.” Chart 6A shows that the tumor was 
present, but under natural control to some degree. In spite of 
intensive therapy with “krebiozen,” the disease progressed and 
on Aug. 28, 1951, a marked increase in the metabolic rate of 
the tumor that disturbed the balance of enzyme inhibitors was 
noted. Clinically, the patient appeared more ill and began to 
look cachetic. On Sept. 18 further determinations showed greater 
progression of the disease, and on Oct. 19 the patient died fol- 
lowing manifestations of a cerebral metastases. 


8. Footnotes 4, 5, and 6b, 
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In no instance in which a patient was treated with 
“krebiozen” was there any dramatic or startling change 
for the better. In the cases studied between April, 1951, 
and the present, 18 patients have died and all others 
show progressive disease. On the basis of ability to prog- 
nosticate the outcome at present, the outlook is very 
poor for those surviving. Aside from the laboratory 
analysis, clinical observation detected no unusual free- 
dom from pain during treatment with “krebiozen.” Such 
deadly cancer as malignant melanoma in one case pro- 
gressed rapidly to death (chart 6C). 

The relation of tumor metabolism to the balance of 
inhibitors of rennin and chymotrypsin is shown in 
chart 7. It shows the various patterns obtained in differ- 
ent cases with varied tumor activity. Although inde- 
pendently determined at Holy Cross Hospital Cancer 
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Chart 7.—Patterns of enzyme inhibitor levels correlated with tumor 
metabolism, as determined at the Holy Cross Hospital Cancer Laboratory. 


Laboratory, these patterns are similar to those deter- 
mined by West and Hilliard.* 

The number and types of cancers among the 57 
treated with “krebiozen” were as follows: 


16 


Brain tumor (astrocytoma) 
Cancer of prostate 


2 
2 
Cancer of skin and labia majora............... 4 


In these cases 18 patients have died, and five autopsies 
have been performed. In addition 13 other cases of 
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various types of tumors were studied, but insufficient 
observations were made on which to base firm conclu- 
sions. 

The significant conclusion drawn from the study of 
patients treated for cancer with “krebiozen” and suffi- 
ciently followed is that in no single case has complete 
or partial inhibition of the cancerous growth been dem- 
onstrated. It is so completely ineffective that, whenever 
improvement in any case was suspected, it could easily 
be attributed to natural control or to other therapeutic 
agents used before “krebiozen” treatment was insti- 
tuted. Growth of a cancer that could be described clini- 
cally as early was uninhibited by “krebiozen” and pro- 
gressed to advanced stages. 

Examination of the surgical and autopsy specimens 
of patients treated with “krebiozen” by Dr. James W. 
Henry revealed no significant change in cell structure or 
tumor architecture. The lymph node metastases were 
similar to their primary lesion. There were no significant 
findings microscopically that would indicate any phase 
of reticuloendothelial activity. 


SUMMARY AND CONCLUSIONS 


Enzyme inhibitor balances in human serum are useful 
in determining cancer cell activity of patients with a 
definitely proved cancer. This activity is measured in 
proportion to the impairment of the balance between the 
enzyme inhibitor for rennin and the enzyme inhibitor 
for chymotrypsin. Such a determination may indicate the 
quantity of cancer metabolism and quantity of physio- 
logical resistance. The greater the imbalance of the 
enzymes, the poorer the prognosis. If the balance is 
altered toward normal by a therapeutic agent, such an 
agent can be classified as effective if the beneficial effect 
can be repeated in a significant number of cases. 

Surgical, radiation, and hormonal therapy have 
proved effective in altering cancer physiology. These 
agents correct the measurable imbalance in many cases 
and maintain a normal or near normal balance of the 
enzyme inhibitors significantly longer. 

“Krebiozen” was one of the therapeutic agents used 
in this study, and was found to be ineffective. The West- 
Hilliard * method of determining the level of enzyme 
inhibitors in human blood serum is a valuable guide in 
the management of the patient with cancer, and in evalu- 
ating therapeutic agents. The equilibrium between en- 
zymes and the antienzymes of the blood serum is altered 
by a cancer in proportion to the efficacy of natural con- 
trols or to the stimulation or inhibition of these controls 
by other agents or complications. 


55. E. Washington. 


Chemically Induced Mutation of Cells.—As the physiology of 
the cell becomes better known, and the relation of chemical 
structure to cell and tissue is revealed, chemically induced muta- 
tion of cells may become possible. Certain hormones and other 
drugs are now known which affect the physical being as well as 
the mental attitude of an individual. The future may bring to 
us a series of drugs that will permit deliberate molding of a 
person, mentally and physically. When this day arrives the prob- 
lems of control of such chemicals will be of concern to all. They 
would present dire potentialities in the hands of an unscrupulous 
dictator.—Roger Adams, Man’s Synthetic Future, Science, Feb. 
1S, 1952. 
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CLINICAL NOTES 


SEVERE OPTIC NEURITIS IN INFECTIOUS 
MONONUCLEOSIS 


REPORT OF A CASE 


Thomas W. Bonynge, M.D. 
and 


Karl O. Von Hagen, M.D., Los Angeles 


The first case of central nervous system involvement 
in infectious mononucleosis in the American literature 
was reported by Epstein and Dameshek ' in 1931. Sub- 
sequently only sporadic case reports’ appeared until 
1940. Since then the number of reports has increased 
considerably, and it has been shown that this disease 
may involve several systems of the body and that the 
clinical course is greatly varied and utterly unpredictable. 
Thelander and Shaw ° reviewed the cerebral complica- 
tions, but did not mention papilloretinal edema or optic 
neuritis. Ashworth and Motto * recorded a case of in- 
fectious mononucleosis complicated by bilateral papillo- 
retinal edema with no evidence of meningitis or en- 
cephalitis. Blaustein and Caccavo* described a case 
complicated by bilateral papilloretinal edema. Piel and 
his co-workers ° reported a case of infectious mononu- 
cleosis involving the central nervous system with bilateral 


_ papilledema that resulted in slight visual difficulty. Se- 


vere visual impairment never was noted to result from 
optic neuritis or papilloretinal edema. Accordingly, we 
are reporting a case of infectious mononucleosis in which 
marked visual impairment was the presenting complaint 
and moderately severe optic neuritis was the only promi- 
nent finding. 

REPORT OF A CASE 


S. P., a 14-year-old white girl, was examined on May 16 be- 
cause of progressive severe dimness and blurring of vision of 
two weeks’ duration. She had been perfectly well until April 
29, when frontal headaches developed that persisted for several 
days. She had coryza and a slight elevation of temperature for a 
few days beginning May 1 and consequently remained home 
from school for two days. On May 6 and 7 she made a trip to 
the mountains; on her return she was excessively fatigued and 
her eyes felt swollen. A school nurse observed on May 8 that 
the patient’s eyelids were swollen and that she had a slight ele- 
vation of temperature, and accordingly sent her home. The 
following day blurring of vision developed, her throat was 
slightly sore, and her temperature was 101 F. She also had 
difficulty initiating her urinary stream. Her visual acuity de- 
creased rapidly from May 9 to 12, so that she could hardly iden- 
tify even close relatives and could scarcely differentiate colors. 
She received penicillin parenterally for three days, but the low- 
grade fever, malaise, anorexia, lethargy, asthenia, and marked 
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visual impairment persisted, so she was admitted to the Hospital 
of the Good Samaritan on May 16. 

Physical examination revealed a fairly well-developed and 
well-nourished, apathetic and lethargic girl. Her blood pressure 
was 110/68, and the pulse rate was regular at 88. She was barely 
able to count fingers with either eye. There was an unusual star- 
ing appearance, with limitation of ocular excursions in nearly all 
fields, and a cover test revealed 8 D. hyperphoria in the left eye. 
There was no diplopia. The pupils were markedly dilated and re- 
acted sluggishly to light. The fundi showed edema and hemor- 
rhagic reaction involving the optic nerves bilaterally, with obliter- 
ation of disk margins on the right, splinter hemorrhages in the 
area adjacent to the disks, and moderate venous engorgement. 
There was slight pain on motion of the eyes and tenderness to 
palpation. The visual fields showed large central scotomas and 
some peripheral constriction. The neck was not rigid. A few 
lymph nodes 0.5 to 1.0 cm. in diameter were noted in the right 
occipital, posterior cervical, axillary, and inguinal regions. The 
pharynx was normal. The spleen was palpated 2 cm. below the 
left costal margin and was slightly tender and firm. Neurological 
examination showed no motor weakness or ataxia. All thé tendon 
reflexes were equal and within normal limits. The Babinski sign 
was equivocal on the right. Abdominal reflexes were absent. 
Sensation was intact everywhere. 

On May 17 the hemoglobin level was 13.7 gm. per 100 cc. 
The erythrocyte count was 4,600,000 and the leukocyte count 
8,000, with 22% polymorphonuclear cells, 2% basophilic cells, 
3% monocytes, and 73% lymphocytes. Many of the cells were 
typical of infectious mononucleosis. A Wassermann reaction 
and result of a Kahn test were negative. On May 18 blood studies 
showed the differential heterophil antibody (Davidsohn) test to 
be positive. The presumptive test with the patient’s serum versus 
sheep cells showed agglutination of the cells in serum dilutions 
from 1:7 to 1:1,792. The differential tests with the patient's serum 
absorbed with guinea pig antigen showed agglutination of cells 
in serum dilutions from 1:7 to 1:896. On May 17 a splinal fluid 
examination revealed a cell count of six leukocytes per cubic 


millimeter. The protein level was 55 mg. per 100 cc., and the re- - 


sult of a Kolmer test was negative. The colloidal gold curve 
was 1112321100. A diagnosis of infectious mononucleosis was 
made, and on May 18 intensive aureomycin therapy (250 mg. 
every two hours) was initiated and continued for five days. 


Furmanski® reported on the use of dimercaprol 
injection (BAL) in treatment of severe peripheral 
neuropathies. He presented the theory of some neu- 
rologists that neuropathies are initially biochemical dis- 
orders of the neuron, due chiefly to disruption of one or 
more enzyme systems that regulate the metabolism of 
the cell. According to this hypothesis, the resulting neu- 
ronal dysfunction can be severe, but structural changes 
in the myelin or axon need not occur. Neurons in this 
stage of dysfunction should be able to recover rapidly 
over a period of hours or days if enzymatic equilibrium 
is restored. He mentioned that J. M. Nielsen, senior con- 
sultant in neurology at the Birmingham Veterans Ad- 
ministration Hospital, had suggested that neuropathies be 
treated by attempts to restore enzymatic equilibrium 
with the substance that had demonstrated such ability in 
heavy metal intoxications, namely, dimercaprol injec- 
tion. Accordingly, such treatment was instituted by Fur- 
manski in four cases, with excellent results in three and 
improvement in one. 

Creaturo * subsequently reported a case of infectious 
mononucleosis with polyneuritis in which facial paresis 
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and diplegia were prominent findings. During convales- 
cence the paresis of the legs became static, and it was 
decided to employ dimercaprol injection in the dosage 
recommended by Furmanski. During a period of 13 days 
1.125 gm. were administered, and remarkable improve- 
ment occurred, apparently as a result of the therapy with 
dimercaprol injection. ; 

Because of the possibility that dimercaprol injection 
might havea beneficial effect on cranial nerve neuropathy 
of toxic Origin, we instituted such treatment in our pa- 
tient, who still had marked visual impairment, with the 
hope that normal vision might be restored. 

It is impossible to evaluate accurately the efficacy of 
dimercaprol injection in this particular instance because 
the patient’s sight was slowly improving when dimer- 
caprol therapy was started. However, close observation 
seemed to reveal pronounced, rapid improvement in 
visual acuity 12 to 24 hours after administration of 
dimercaprol. This tendency continued during the seven 
days of dimercaprol therapy, so that the patient was able 
to read ¥@ in. (0.32 cm.) print at 3 ft. (91.4 cm.) when 
the drug was discontinued. The total dosage was 700 mg. 
administered over seven days. Her vision subsequently 
continued to improve, but objects persistently appeared 
fuzzy and color differentiation was still impaired six 
weeks after the onset of this illness. Only trivial visual 
symptoms were noted 10 weeks after onset, and exami- 
nation by an ophthalmologist 12 weeks after the onset 
revealed 20/20 vision in each eye, some optic atrophy, 
normal visual fields, and normal color perception. 

Bower * for several years has used gamma globulin 
in the treatment of severe cases of infectious mononu- 
cleosis. His results have been very good, rapid thera- 
peutic response being manifested within 24 to 48 hours. 
He is very enthusiastic and advocates the use of this 
form of therapy even in milder cases. 

Fortunately, in many instances secondary optic neu- 
ritis regresses, with no permanent residual visual im- 
pairment. However, there is always the possibility that 
permanent visual impairment will result in certain cases 
of optic neuritis. Unfortunately, the present trend to- 
ward bizarre manifestations in infectious mononucleosis 
seems to indicate that increasing numbers and even 
severer cases of optic neuritis of this type will be seen in 
the future. 

Accordingly, we feel it is advisable in all cases of in- 
fectious mononucleosis to be alert to the possibility of 
peripheral or central nervous system involvement, so 
that treatment with dimercaprol injection and/or gamma 
globulin can be instituted as early as possible. 


SUMMARY 

A case is reported in which infectious mononucleosis 
was complicated by involvement of the central nervous 
system, Causing optic neuritis with severe visual impair- 
ment. Recovery was complete. Unusual neurological 
complications may occur in this disease. Dimercaprol in- 
jection (BAL) has been used with apparent success in 
treatment of peripheral neuropathies, and was employed 
in this instance with suggestively encouraging results. 
Both gamma globulin and dimercaprol injection may be 
beneficial in treatment of infectious mononucleosis. 
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SUICIDE ATTEMPT WITH WARFARIN, 
A BISHYDROXYCOUMARIN-LIKE 
RODENTICIDE 


Lieutenant Roy W. Holmes (MC), U.S. N. 
and 


Captain Julian Love (MC), U. S. N., Philadelphia 


Through the ages the rat, which has caused untold 
amounts of sickness and death as well as property dam- 
age that far exceeds human imagination, has been a 
major scourge of mankind. Investigators throughout the 
world have searched for the ideal rat poison, which, 
according to O’Connor,' must have the following char- 
acteristics: 1. It must be surely effective in baits of small 
quantity so that its presence is not detected by the rodent. 
2. The finished bait must not excite shyness of the rat 
population so that the necessity for prebaiting is avoided. 
3. The manner of death must be such that surviving rats 
will not become suspicious and will remain on the prem- 
ises eating of the bait until they, too, die. 4. The poison 
must be species specific unless its use can be made safe 
for man and domestic animals by some other means. 

This ideal rodenticide proved to be very evasive until 
Link and his associates * published their papers on the 
hemorrhagic sweet clover disease of cattle. This work led 
to the use of antiprothrombinemic anticoagulants, e. g., 
bishydroxycoumarin (dicumarol"), as preventives of 
intravascular clotting and thrombosis in treatment of 
various human diseases. Their work stimulated research 
into the possibility and feasibility of using these antico- 
agulants in extermination of rodents. From this research 
came the drug warfarin, which Link named for the Wis- 
consin Alumni Research Foundation; warfarin is also 
known as compound 42 and WARF-42. There are sev- 
eral trade name formulations, including “dethmor,” “‘rax 
powder,” and ‘“d-con.” * 

Warfarin toxicity and effectiveness have been thor- 
oughly studied on various laboratory animals by Link 
and his group at the University of Wisconsin and on rats 
in the field by Hayes and Gaines * and Schein.° It has 
proved to be a very effective rodenticide and has been 
considered relatively safe for domestic animals and hu- 
mans. In order to cause toxication it must be given in one 
very large dose or in repeated small doses over four to six 
days. No cases of poisoning in man have been reported 
to date.® In view of the foregoing facts, we feel it is 
worthwhile to report the findings and treatment of the 
first case of warfarin poisoning in a human in hope that 
it will alert the medical profession to the diagnosis and 
management of future cases. 

E. J. H., a 22-year-old, white Army inductee, was admitted 
to the Medical Service of the United States Naval Hospital the 
evening of April 4, 1951. He stated that, because he had been 
depressed concerning induction into the service, he had at- 
tempted suicide by taking “d-con,” a form of rat poison. On the 
night of March 26 the patient had taken a small portion of the 
poison orally in the form of dry powder. He stated that it tasted 
somewhat sweet, like marshmallow, and that the poison had 
caused no unpleasant sensations in the mouth or stomach. He 
had continued to take about equal amounts daily through March 
31 and had consumed a 4 oz. (113 gm.) carton in those six days. 
The patient stated that he took the poison in this manner be- 
cause he failed to obtain the anticipated results with any single 
dose. 
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He noticed no ill effects of the drug until 48 hours before ad- 
mission, when he began to have back pain in the region of the 
kidneys and abdominal pain that was generalized but not severe. 
The pains continued until admission, and he experienced one 
episode of vomiting the day prior to admission. Furthermore, 
on the day before admission he had intermittent epistaxes. His 
nose would bleed for 15 to 20 minutes at a time, especially if 
he lay down, and the epistaxis would be followed by a nasal 
discharge of pinkish fluid. The patient denied the presence of 
any blood in his urine or in the vomitus. He had had no bowel 
movements since he had taken the first dose of “d-con.” 

The psychiatric component of this patient’s history is not 
included, because it has no bearing on the purpose of this re- 
port. The remainder of the history revealed no abnormal- 
ities and the patient had been perfectly healthy prior to taking 
the poison. 

Physical examination on admission revealed a well-developed, 
well-nourished young white man who appeared acutely ill; fur- 
thermore, he was obviously mentally depressed. He did not care 
to elaborate about his symptoms, but he did answer all questions 
clearly and intelligently. His temperature was 98.6 F, pulse 
rate 130, respiration rate 24, and blood pressure 160/100. There 
was a petechial rash over the shoulders, anterolateral chest 
walls, medial surfaces of the arms, axillas, abdomen, and inner 
thighs; in addition, a few petechiae were noted over the back. 
The conjunctivas were slightly injected, and the pupils were 
dilated and reacted to light and accommodation. Ophthalmo- 
scopic examination revealed no retinal hemorrhage. There was 
a brownish-red discharge coming from both nostrils, and the 
mucous membranes were very hyperemic, but no active bleed- 
ing points were discernible. There was no bleeding from the 
gums. There was no lymphadenopathy. The lungs were clear. 
A grade 1 systolic, nontransmitted murmur was heard over the 
apical region. The abdomen was flat and quite tender through- 
out, especially in the left lower quadrant. There was no definite 
rebound tenderness, but the abdomen was semirigid. No viscera 
or masses were palpable. Rectal examination revealed normal 
brown-colored feces without gross evidence of blood. There was 
slight bilateral costovertebral angle tenderness to fist percus- 
sion. No signs of neurological involvement were evident. 

The patient, when questioned concerning the contents of 
“d-con,” said, “It had dicumarol® on the label.” It was later 
learned during a psychiatric interview that the patient had 
learned of this compound from a recent issue of a popular 
magazine. J. C. Munch? verified that the active ingredient of 
“d-con” was warfarin. 

On admission the laboratory findings revealed a white blood 
cell count of 13,700, with 72% segmented polymorphonuclear 
leukocytes, 3% band form cells, 17% lymphocytes, 7% mono- 
cytes, and 1% basophil cells. The hemoglobin value was 13 
gm. per 100 ml. The patient’s prothrombin time was 4 minutes 
6 seconds compared to a control time of 15 seconds. The Lee- 
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White coagulation time was 35 minutes; the clotting time by 
the capillary tube method was 9 minutes; and the bleeding time 
was 2 minutes. The blood calcium level was 10.7 mg. per 100 
ml. The urinalysis revealed a specific gravity of 1.015, a trace 
of albumin, and many red blood cells per high power field. 

The laboratory evidence of marked hypoprothrombinemia 
established the diagnosis of warfarin poisoning. The patient was 
then transfused with 500 ml. of fresh whole blood and given 
72 mg. of vitamin K intravenously. On the morning of April 5 
the patient’s symptoms and signs remained unchanged. The 
patient had a normal bowel movement with no evidence of 
blood. Laboratory findings included a prothrombin time of 54 
seconds compared to a control of 14 seconds, or 4% of normal, 
a white blood cell count of 9,400, with a normal differential 
count, a hemoglobin value of 14.7 gm. per 100 ml., a hematocrit 
level of 47 vol. of packed red cells, and a red blood cell count 
of 6,500,000. The Lee-White coagulation time was 58 minutes. 
The bleeding time was two minutes. Urinalysis revealed an acid 
urine of 1.016 specific gravity, 1+ albuminuria, and many red 
blood cells. On this day he was also given a transfusion of 500 
ml. of fresh whole blood, and a total of 144 mg. of vitamin K 
was administered intravenously in two equally divided doses 12 
hours apart. 

On April 6 the signs and symptoms were essentially un- 
changed. No new petechiae were noted. The patient had a nor- 
mal-colored bowel movement followed by a passage of gross 
blood. The laboratory findings revealed a hemoglobin value of 
13 gm. per 100 cc., a prothrombin time of 37 seconds compared 
to a control time of 14 seconds, or 12% of normal, a Lee-White 
coagulation time of 28 minutes 10 seconds, and a blood urea 
nitrogen level of 12.2 mg. per 100 ml. The urinalysis revealed 
a grossly bloody, acid urine with 1.017 specific gravity and 2+- 
albuminuria. He was again given 144 mg. of vitamin K intra- 
venously in two equal increments. With the appearance of blood 
in the urine the patient was given sodium bicarbonate in an 
effort to alkalinize the urine. The urinary output the first two 
days exceeded 1,000 ml. daily, and this rate of output continued 
throughout the entire period of observation. 

By April 7 the patient’s abdominal pain and back pain were 
almost gone and were described as a “soreness.” His blood 
pressure was 140/95. The petechiae were still present, but no 
new ones could be found. His bowel movement was of normal 
brown color and contained no gross blood. The patient’s pro- 
thrombin time was 24 seconds compared to a control time of 14 
seconds, or 27% of normal. The urine was still bloody, but 
alkaline in reaction, and contained albumin (4+-). He was given 
20 mg. of vitamin K intravenously in two doses, and he was 
again transfused with 500 ml. of fresh whole blood. 

On April 8 the patient was asymptomatic except for a tem- 
perature of 100.6 F in the morning, which subsided during the 
day. The blood pressure returned to a normal level of 120/75. 
The prothrombin time was 20 seconds compared to a control 
time of 14 seconds, or 37% of normal. The Lee-White coagu- 
lation time was 11 minutes. Bleeding time was | minute 20 
seconds. The urine remained grossly bloody. The patient was 
again given 20 mg. of vitamin K intravenously. 

The patient’s rash began to fade on April 9 and was gone by 
April 13. The prothrombin times for April 9, 10, and 11 were 
respectively 16 seconds or 60% of normal, 15 seconds or 70% 
of normal, and 14 seconds or 100% of normal. The urine of 
April 9 was a clear straw color, and a rare red blood cell was 
seen microscopically. Results of subsequent urinalyses were com- 
pletely normal. During these last three days of observation the 
patient received 20 mg. of vitamin K intravenously daily. During 
the entire illness the patient had no symptoms except those 
present on admission, and he was completely comfortable with- 
out sedation. 

COMMENT 

Chemically warfarin is 3(a-acetonylbenzyl)-4-hy- 
droxycoumarin. It is a colorless, odorless, and practically 
tasteless compound. The action of the drug is almost 
identical with that of bishydroxycoumarin in that it 
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inhibits the formation of prothrombin by the liver. Its 
capacity to produce hypoprothrombinemia is, however, 
some 40 times that of bishydroxycoumarin. The rationale 
of the use of warfarin as a rodenticide is to cause fatal 
internal hemorrhages. The rodent must consume a por- 
tion of the bait in which the warfarin is mixed daily for 
four to six days in order for death to occur. The amount 
of the drug necessary to produce these results when taken 
in this manner is 1 mg. per kilogram of body weight. 
The fact that the chemical does not cause bait shyness 
has made it very acceptable as a rodenticide, and it ap- 
proximates the ideal rat poison according to the afore- 
mentioned criteria. 

Warfarin is distributed to commercial firms in a 1:200 
mixture with cornstarch. The finished bait is then pre- 
pared by adding a grain, usually corn meal, which the rat 
prefers. It contains warfarin in 1:4,000 concentration by 
weight. “D-con,” which is a commercial rat poison adver- 
tised on a nationwide basis, contains warfarin and lurex, 
the latter being one of a group of vegetable oils of which 
the rat is very fond. It is packaged in two forms, the con- 
centrate and the ready bait. The patient took the concen- 
trated form, 4 oz. (113 gm.) of which contained 567 
mg. of warfarin.® 

The danger to domestic animals, especially cats and 
dogs, depends on the possibility of their taking some of 
the drug daily for several days. When the poison is placed 
in properly constructed bait shelters, this danger should 
be minimized. However, if the anima!s were to eat dead 
or sick rats for several consecutive days, they could de- 
velop toxic manifestations and die. Link, however, has 
shown that secondary poisoning depends largely on the 
warfarin remaining in the alimentary tract of the poi- 
soned rats, and not on the concentration of warfarin in 
the tissues of these rodents. Chickens are very unlikely 
to be affected, although they are the most likely of barn- 
yard animals to eat the bait. Their “immunity” seems to 
be conferred by their habit of pecking in the dung of the 
animals in the area. It has been shown that the concen- 
tration of vitamin K is quite high in the feces of the 
common barnyard animals.* The vitamin K thus protects 
against the action of ingested warfarin. 

The danger to humans is obviously quite small. Link 
and others have shown that a sing!e dose of the drug, 
even if large, is unlikely to depress the prothrombin time 
to the critical level. However, one large dose has caused 
hemorrhagic manifestations in pregnant laboratory ani- 
mals. The possibility of accidental poisoning of children 
is minimal, even if the bait is inadvertently left in avail- 
able locations. Accidental poisoning of an adult is almost 
inconceivable. Taking the drug for suicidal purposes 
would require marked perseverance and a continued 
desire, lasting over several days, to die. These factors 
plus the repeated use of the drug in an effort to get the 
drastic results expected of rat poison, such as those 
known to occur when poisons containing phosphorous, 
arsenic, alpha-naphthylthiourea, or fluorides are used, 
would result, as they did in this case, in a full-blown 
clinical picture of warfarin toxication. The drug is to be 
recommended as a rodenticide, not only for the above 
reasons, but also because, if accidental or intentional 
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poisoning does occur, the toxic manifestations can be 
treated by giving vitamin K and fresh whole blood. 

It is felt that the treatment of warfarin toxication is 
more likely to be succesful than the treatment of poison- 
ing due to other common rodenticides. The delay in the 
decrease of prothrombin in the blood following the 
initial dose and the presence of vitamin K in the normal 
diet are factors that increase the likelihood of successful 
therapy. The treatment of bishydroxycoumarin toxica- 
tion has been common knowledge to the medical pro- 
fession for several years, and, since warfarin toxication 
is essentially the same, the treatment will not be detailed 
any further. The inadequacies of the present treatment of 
bishydroxycoumarin toxication are well known, and it 
is hoped that more effective antidotes will be forthcom- 
ing. If there is urinary bleeding, then it seems wise to 
alter the pH of the urine to the basic side in order to 
lessen the likelihood of precipitation of acid hematin in 
the renal tubules, which, in sufficient amounts, could 
cause anuria, uremia, and death. 


SUMMARY 

A proved case of human poisoning due to warfarin, a 
relatively new rodenticide which has an antiprothrombin 
action similar to that of bishydroxycoumarin (dicuma- 
rol®), has been presented. The relationship of warfarin 
to bishydroxycoumarin has been delineated, and the 
pathological physiology of this form of poisoning and 
the measures employed to correct these abnormalities 
have been discussed. 


United States Naval Hospital. 


EXACTING CONSERVATIVE MANAGEMENT 
OF THE GANGRENOUS TOE 


David A. Willis, M.D., Chicago 


In an extremity supplied by arteriosclerotic vessels, 
the most distal parts will be subject to tissue changes 
should the peripheral circulation be in any way further 
impaired. In a case of arteriosclerosis, with no palpable 
blood vessel pulsation, and with oscillometric readings 
of zero, the presence of a gangrenous toe or a portion 
thereof does not necessarily indicate that the circulation 
of the extremity is such as to require amputation of any 
portion of the extremity except the involved local part. 

Spontaneous gangrene of the toe is extremely rare if 
it ever occurs. Such a condition would imply that the 
circulation to the toe for some unexplainable reason was 
suddenly stopped. On the contrary, in nearly every case 
of gangrene of the toe some history of trauma can be 
elicited, even though the trauma may have been so minor 
as to have been practically unnoticed by the patient. All 
trauma to tissues, whether by infection, temperature 
changes, chemicals, or lacerations, results in edema of 
varying degree. It is not unreasonable to assume that in 
a toe in which the circulation is already precarious, any 
such edema may easily obstruct this impaired circulation. 
It is this edema, even though very slight, which immedi- 
ately precipitates the devitalization of the tissues, with 
resultant gangrene; even the surgeon’s sharp scalpel can 
produce gangrene on this basis. Gangrene of the nail- 
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bed following removal of a toe nail in such patients is 
explained on similar principles. 

This report will not deal with therapeutic measures 
other than those immediately concerned with the toe. 
The general needs of the patient are taken for granted. 
Vasodilating drugs and sympathetic block may be useful 
at times. After some trial, I have not been impressed with 
the reported claims of tocopherol. The use of heat in 
any form cannot be too strongly decried. Heat increases 
the metabolism of tissues, which, in turn, require more 
blood supply. The impaired vessels cannot furnish the 
increased tissue needs; hence the tissues must suffer addi- 
tional damage. On the contrary, since it would appear 
preferable to cool the tissues and thus lower their 
metabolism, I cover the toe with a light gauze dressing, 
which is kept continually moist with 70% alcohol. This 
not only tends to keep the part clean but, by its constant 
evaporation, produces some cooling effect. The foot is 
never placed under bedcovers but is exposed to room 
temperature to aid evaporation. When the gangrenous 
portion has become well demarcated and somewhat 
shriveled, it will also shrink at its junction with the vital 
part of the toe, leaving a circular indentation, which 
identifies the place at which the amputation should be 
performed. With sterile surgical scissors, the toe is 
clipped exactly at this point of demarcation. A scissors 
is advised since with this instrument the surgeon will be 
less likely to cut into the nongangrenous tissues as he 
might do with the scalpel. If the amputation is performed 
more proximal, even by as much as a few millimeters, 
the tissues respond to this trauma by increased edema, 
resulting in further gangrene. This phenomenon prob- 
ably explains the appearance of gangrene with each new 
low amputation, which previously discouraged these 
amputations and led to the advocacy of high amputa- 
tions. No anesthesia is ever necessary for the “scissors 
amputation” here described. The alcohol dressing is 
continued, and the moistening of this can very well be 
done by the patient. Antibiotics are absolutely essential, 
and treatment with them must be continued until the toe 
end is on its way to healing. I have used only penicillin. 
The patient is advised to elevate the leg as much as pos- 
sible, but absolute bedrest is unnecessary. 

The results with such management have been en- 
couragingly good, even with extremities in which no 
arterial pulsations were discernible and in which oscil- 
lometric readings were zero. Occasionally, it will be 
noted that after some time in such cases, without any 
other therapy, some oscillometric readings will be ob- 
tained. Possibly, in such cases, a reflex vascular spasm 
due to the local pathology has existed. It is therefore 
suggested that the condition in such cases may be im- 
proved with the use of vasodilating drugs and sympa- 
thetic block. Most important, however, is the necessity 
of avoiding heat, of keeping the part clean and prevent- 
ing infection, and of amputating the toe at exactly the 
correct level. This constitutes what may be designated 
as “exacting conservative management,” which, it is 
believed, will result in saving limbs that might other- 
wise be amputated. 


From the Departments of Surgery, The Chicago Medical School and the 
Mount Sinai Hospital of Chicago. 
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ACUTE MORPHINE POISONING WITH 
MANIFESTATIONS OF PANCREATITIS 


Ivan L. Bennett Jr., M.D. 
and 


Rembert O. Burgess, M.D., Atlanta, Ga. 


Although acute morphine poisoning is not uncommon, 
as Tovell points out,’ the American literature contains 
few reports of this condition in contrast to the numerous 
articles that have appeared on chronic morphine intoxi- 
cation or addiction. The present case is of interest be- 
cause the patient recovered from an unusually large dose 
of morphine given intravenously and because of certain 
clinical manifestations that were noted. 


REPORT OF A CASE 


A 19-year-old student nurse was found comatose and cyanotic, 
with no discernible respiratory movements. Artificial respiration 
(manual) was begun immediately. It was noted that the pupils 
were miotic and that there was a fresh venipuncture wound in 
the left antecubital fossa. A quick search revealed a syringe 


was given 600,000 units of procaine penicillin and 1 gm. of 
streptomycin intramuscularly twice daily. 

After 12 hours, respirations were 12 per minute and the patient 
was easily aroused, although she drifted off to sleep when left 
alone. Pupils were still pinpoint and nonreactive. The abdomen 
was noted to be slightly rigid, and she winced when the epigas- 
trium was palpated. A short time later, she began to complain 
bitterly of epigastric pain with radiation to the back. She became 
nauseated and vomited small amounts of coffee-ground material; 
this later became mucoid with streaks of bright red blood. Epi- 
gastric tenderness without rebound pain persisted. A serum 
amylase determination was performed 30 hours after the injec- 
tion of the morphine and was found to be 815 units (normal 50 
to 150 units). She was given glucose and isotonic sodium chloride 
solution, and the nausea was controlled with atropine and 
phenobarbital sodium. During the next 48 hours there was 
gradual subsidence of pain and nausea, and the serum amylase 
activity 72 hours after morphine injection was only .99 units. 
She became alert on the second day and for about 12 hours com- 
plained of generalized pruritus. Inability to urinate necessitated 
catheterization for two days. The miosis persisted for 48 hours, 
normal pupillary reactivity to light reappearing on the third day. 
She became afebrile on the fourth day and began to take a 
liquid diet, and recovery proceeded rapidly. Moderate consti- 
pation was successfully relieved by enemas. There was no evi- 


Summary of Reported Cases of Acute Morphine Poisoning with Recovery 


Drug, Dose 


Morphine sulfate, 4.025 


Morphine hydrochloride, 0.9 gm., plus barbital sodium, 5 gm... 
Morphine hydrochloride, 1.7 gm., plus barbital sodium, 5 gm... 
Morphine hydrochloride, 1.5 gm........ es 


Route Reference 


Oral Tardieu, A.: Die Vergiftungen in gerichts-arztlicher und 
klinischer Beziehung, Erlangen, Ferdinand Enke, 1868, 
504 


Oral Reese, J. J.: Manual of Toxicology, Philadelphia, J. B. 
Lippincott Company, 1874, p. 373 

Oral Holst, V.: St. Petersb. med. Wehnschr. 7: 421, 1882 

Oral Nothnagel: Allg. Wien. med. Ztg, 29: 368, 1894 

Oral Playfair, D. T.: Lancet, 2: 545, 1893 

Oral Godde: Deutsche med. Wehnschr. 7: 204, 1917 

Oral Rautenberg, E.: Deutsche med. Wehnschr. 45: 1277, 1919 

Oral Joachimoglu, G.: Deutsche med. Wehnschr. 45: 1413, 1919 

Oral Stern, S.: Deutsche med. Wehnschr. 51: 316, 1925 


Subcutaneous Tovell, R. M.: Proc. Staff Meet., Mayo Clin. 8: 646, 1933 


containing a small amount of clotted blood and three empty 
morphine sulfate solution vials. According to the ward narcotics 
record and the story later obtained from the patient, she had 
injected 0.76 gm. (approximately 12 grains) of morphine sulfate 
intravenously in a suicide attempt. The pulse rate was 120 and 
blood pressure 104/70. The skin was cyanotic and cold, and she 
was sweating profusely. There was no detectable respiratory 
activity. The pupils were miotic and nonreactive to light. All 
reflexes, including the corneals, were absent, and she was com- 
pletely unresponsive to external stimuli. An endotracheal tube 
was inserted, and 100% oxygen was administered under positive 
pressure, with rapid disappearance of cyanosis, but the patient 
made no spontaneous respiratory mavement for about one hour. 
Carbon dioxide was not given with the oxygen. An intravenous 
infusion of 5% glucose in isotonic sodium chloride solution was 
started in order to facilitate the intravenous administration of 
stimulants. During the first six hours of treatment, the patient 
received a total of 12 gm. of nikethamide (coramine®), 4 gm. 
of caffeine and sodium benzoate, and 40 mg. of amphetamine 
intravenously. Thereafter she was given 0.5 gm. of caffeine and 
sodium benzoate subcutaneously at three to four-hour intervals 
for two days. 

After six hours, respirations were 6 to 8 per minute, the pulse 
had slowed to 92 to 96 per minute, and the patient would respond 
to her name. Rectal temperature had risen to 101 F. The endo- 
tracheal tube was removed, and oxygen was administered by 
nasal catheter for the next 24 hours. Because of the fever and 
the appearance of numerous rhonchi throughout both lungs, she 


From the Medical Service, Grady Memorial Hospital, and the Depart- 
ment of Medicine, Emory University School of Medicine. 

1. Tovell, R. M.: Treatment of Acute Morphine Poisoning, Proc. Staff 
Meet. Mayo Clin. 8: 646-648, 1933. 


dence of any residual mental or neurologic change and no 
further abdominal difficulty. She was discharged on the ninth 
day. 

COMMENT 

The cause of death in acute morphine poisoning is 
asphyxia secondary to central respiratory depression, 
and the primary concern in treatment is the maintenance 
of oxygenation. Circulatory collapse occurs late and is 
secondary to anoxia. The importance of oxygen therapy 
and vigorous use of respiratory stimulants cannot be 
overemphasized. It has been said that 10% carbon 
dioxide inhalation may aid in respiratory stimulation in 
these patients.! Secondary considerations in treatment 
are measures to prevent aspiration and pneumonitis, 
maintenance of fluid and electrolyte balance, and cathe- 
terization for bladder distention. Nausea, pruritus, and 
obstipation call for symptomatic relief. If the drug has 
been taken by mouth, gastric lavage may be helpful, 
since spasm of the pyloric sphincter produces gastric 
retention and a considerable portion of the ingested drug — 
may remain in the stomach for several hours. 

The toxic dose of morphine in human beings varies 
widely. It is well known that comparatively small doses 
may result in severe depression in infants, the aged, and 
patients with chronic lung disease, severe liver damage, 
myxedema, or adrenal cortical insufficiency. Whereas 
marked tolerance for the drug is developed in addicts, 
a dose of 60 mg. is usually toxic for normal adults, and 
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250 mg. is usually fatal.? Survival after much larger 
amounts has been reported, however, as summarized in 
the accompanying table. 


The occurrence of abdominal pain and tenderness in 
this patient, together with the striking elevation in serum 
amylase activity, suggests strongly that pancreatitis de- 
veloped. This is of great interest in view of recent reports 
emphasizing the elevation of serum amylase after opiates, 
presumably due to spasm of Oddi’s sphincter.* 


SUMMARY 


A case with recovery after intravenous injection of 
0.76 gm. of morphine sulfate is reported. The therapy of 
acute morphine poisoning is discussed briefly, and re- 
ported recoveries following large doses of this drug 
are tabulated. An interesting feature of the present case 
was the development of severe epigastric pain and ten- 
derness concomitant with significant elevation in serum 
amylase activity, suggesting pancreatitis. 


2. Goodman, L., and Gilman, A.: The Pharmacological Basis of 
Therapeutics: A Textbook of Pharmacology, Toxicology and Therapeutics 
for Physicians and Medical Students, New York, The Macmillan Company, 
1941, p. 209. 

3. Myhre, J.; Nesbitt, S., and Hurly, J. T.: Response of Serum Amylase 
and Lipase to Pancreatic Stimulation as a Test of Pancreatic Function: 
Mecholyl-Secretin and Morphine-Secretin Tests, Gastroenterology 13: 
127, 1949. Burke, J. O.; Plummer, K., and Bradford, S.: Serum Amylase 
Response to Morphine, Mecholyl and Secretin as a Test of Pancreatic 
Function, Gastroenterology 15: 699-707, 1950. Gross, J. B.; Comfort, 
M. W.; Mathieson, D. R., and Power, M. H.: Elevated Values for Serum 
Amylase and Lipase Following the Administration of Opiates: A Pre- 
liminary Report, Proc. Staff Meet., Mayo Clin. 26: 81-87, 1951. 
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AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


Cyclocumarol.—Cumopyran (Abbott).—3,4-Dihydro-2-me- 
[1 ]-benzopyran-S5- 
one. —C»H.O,.— M.W. 322.34.—The structural formula for 
cyclocumarol may be represented as follows: 


CH, (OCH 


Actions and Uses.—Cyclocumarol, a synthetic anticoagulant 
related chemically and therapeutically to bishydroxycoumarin, 
produces its effect by lowering the blood concentration of pro- 
thrombin. It is useful, therefore, in the prophylaxis and treat- 
ment of intravascular clotting for the same purposes which have 
been recognized for other similar anticoagulants. See the mono- 
graph on Bishydroxycoumarin. 

Cyclocumarol is approximately two to three times as potent 
as bishydroxycoumarin and its onset of effect is sometimes more 
rapid and often somewhat more prolonged. However, studies 
so far completed do not substantiate the view that cyclocumarol 
may be less toxic to small blood vessels and capillaries than 


therapeutically equivalent amounts of other anticoagulants or 
that its use minimizes frequent variations in the prothrombin 
level, which may occur with shorter-acting anticoagulants. 

Cyclocumarol is effective orally and should be administered 
with the same precautions observed for similar anticoagulants 
to avoid overdosage and hemorrhage. Little or no gastrointes- 
tinal disturbance has been encountered with its use. Facilities 
should be available for making daily prothrombin determina- 
tions to prevent overdosage, for blood transfusion, and for pa- 
renteral administration of vitamin K for the treatment of 
overdosage. Patients should be regularly observed for evidence 
of bleeding. 

Dosage.—Initialiy, 0.1 to 0.2 gm. is administered orally de- 
pending on the size and condition of the patient and the prior 
blood prothrombin level. Somewhat smaller doses are usually 
sufficient for patients with cardiac decompensation or myocardial 
infarction. The onset of effect usually occurs within 24 hours 
and the full therapeutic effect on prothrombin activity is usually 
reached within 36 hours. After the initial dose, prothrombin 
activity is determined daily for the first 10 days to estimate the 
daily dosage to be administered at one time. If prothrombin 
activity exceeds 25%, a 12.5 to 50 mg. total daily dose is ad- 
ministered. Occasionally, it may be necessary to stop administra- 
tion of the drug on days when the prothrombin activity is 25% 
or less. 


Tests and Standards.— 


Physical Properties: Cyclocumarol is a white, crystalline powder with a 
slight odor. It melts between 164 and 168°. It is insoluble in water and 
Slightly soluble in alcohol. 

Identity Tests: A 0.015% solution of cyclocumarol, prepared as directed 
later in the assay, exhibits ultraviolet absorption maxima at 2,710 and 
2,820 A, and a minimum at 2,760 A. The ratio of the specific absorbancies 
at 2,760 and 2,710 A. is not less than 0.897 nor more than 0.997, and the 
ratio of the specific absorbancies at 2,760 and 2,820 A. is not less than 
0.856 nor more than 0.956, 

Purity Tests: Test for heavy metals as directed in U. S. P. XIV, page 
717: the turbidity developed does not exceed that of a control containing 
30 ppm of lead. 

Dry about 1 gm. of cyclocumarol, accurately weighed, at 105° for 2 
hours: the loss in weight is not more than 1.0%. 

Ash about 2 gm. of cyclocumarol, accurately weighed: the amount of 
ash is not more than 0.2%. 

Assay: (Cyclocumarol) Transfer about 0.1 gm. of cyclocumarol, accu- 
rately weighed, to a 100 ml. volumetric flask, dissolve in alcohol with the 
aid of gentle heat, cool, fill to the mark with alcohol and mix well. Trans- 
fer exactly 10 ml. of this solution to a second 100 ml. volumetric flask 
and fill to the mark with alcohol. Transfer exactly 15 ml. of this solution 
to a third 100 ml. volumetric flask and dilute to the mark with alcohol to 
give a final concentration of about 0.15 mg. per milliliter. Determine the 
absorbancy of this solution at 2,820 A. with a spectrophotometer. The 
number of milligrams present per milliliter of the final solution = ab- 
sorbancy at 2,820 A. + 396. The amount of cyclocumarol present is not 
less than 97.0 nor more than 103.0%. 


Dosage Forms of Cyclocumarol 


TABLETS. Assay: (Cyclocumarol) Weigh 20 tablets and grind them. 
Transfer to a 100 ml. volumetric flask an amount of powder, accurately 
weighed, equivalent to about 0.1 gm. of cyclocumarol. Fill to the mark 
with alcohol and mix thoroughly. Proceed as directed in the assay in the 
monograph for Cyclocumarol starting with, “Transfer exactly 10 ml. of 
this solution .’ The amount of cyclocumarol present is not less 
than 95.0 nor more than 105.0% of the labeled amount. 


Tablets Cumopyran: 25 mg. and 50 mg. Manufactured by 
license from Wisconsin Alumni Research Foundation under 
U. S. Patent 2,427,529. Abbott Laboratories, North Chicago, Ill. 


Sodium p-Aminosalicylate (See New and Nonofficial Remedies 
1951, page 90). 

Powder Parasal Sodium: 113.4 gm., 226.8 gm., and 453.6 gm. 
bottles. Bulk; 11.34 kg. and 22.68 kg. drums for compounding 
use. U. S. Trademark 585,718. The Panray Corporation, New 
York. 

Tablets Parasal Sodium: 0.5 gm. U. S. Trademark 585,718. 
The Panray Corporation, New York. 

Capsules Pasara Sodium: 0.5 gm. Smith-Dorsey Company, 
Lincoln, Neb. 

Powder Pasara Sodium: 454 gm. bottles, and 11.34 kg. con- 
tainers. Smith-Dorsey Company, Lincoln, Neb. 


Pyridoxine Hydrochloride (See New and Nonofficial Remedies 
1951, page 445). 

Tablets Pyridoxine Hydrochloride: 5 mg. and 25 mg. Phy- 
sicians’ Drug & Supply Company, Philadelphia. 
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FROSTBITE 


While frostbite occurs only sporadically in civilian 
populations, it is a major cause of disability among mili- 
tary personnel in temperate and arctic climates or at high 
altitudes. During World War II it incapacitated several 
hundred thousand men in various armies, and in the 
Korean conflict it has produced over 5,000 United Na- 
tions casualties. As a consequence, research on the prob- 
lem has been accelerated, and a variety of methods of 
treatment, both new and old, have been subjected to con- 
trolled testing. While the results have not always been 
conclusive, they have forced a reversal of opinion on at 
least one time-honored principle of treatment and have 
indicated that several additional therapeutic measures 
may have some value. 


Opinion has been reversed with respect to the relative 
merits of slow and rapid thawing of the frozen part. Until 
recently, custom sanctioned slow thawing, presumably 
because this produces less pain than rapid thawing. Con- 
trolled observations, however, have shown that slow 
thawing with ice water, ice bags, cold packs, or cold air 
increases the extent of necrosis following frostbite,‘ while 
rapid thawing at a temperature of 40 to 42 C reduces 
tissue damage.? Emphasis is placed on the fact that the 
temperature at which the part is rewarmed must be care- 
fully controlled. Thawing at 38 C is not so effective in 
reducing tissue damage as thawing at 42 C.* On the other 


1. (a) Lempke, R. E., and Shumacker, H. B., Jr.: Studies in Experi- 
mental Frostbite: Evaluation of Several Methods for Early Treatment, 
Yale J. Biol. & Med. 21: 321, 1949. (b) Shumacker, H. B., Jr., and 
Lempke, R. E.: Recent Advances in Frostbite: With Particular Refer- 
ence to Experimental Studies Concerning Functional Pathology and Treat- 
ment, Surgery 30: 873, 1951. (c) Lange, K.; Weiner, D., and Boyd, 
L. J.: Frostbite: Physiology, Pathology and Therapy, New England J, 
Med. 237: 383, 1947. 

2. Adams-Ray, J., and Falconer, B.: Pathologico-Anatomical Changes 
Following Rapid and Slow Thawing, Respectively, in Frozen Skin in 
Man, Acta chir. scandinav. 101: 269, 1951. Fuhrman, F. A., and Cris- 
mon, J. M.: Studies on Gangrene Following Cold Injury: Treatment of 
Cold Injury by Means of Immediate Rapid Warming, J. Clin. Investigation 
26: 476, 1947. Lewis, R. B.: Microwave Diathermy Treatment of 
Frostbite, Proc. Soc. Exper. Biol. & Med, 78: 163, 1951. Shumacker 
and Lempke.'» 

3. Finneran, J. C., and Shumacker, H. B., Jr.: Studies in Experimental 
Frostbite: Further Evaluation of Early Treatment, Surg., Gynec. & Obst. 
90: 430, 1950. 

4. Killian, H.: Das Wesen der Kilteschaden, Schweiz. med. Wchnschr. 
79: 1262, 1949, 

5. Lewis, R. B.: Local Cold Injury—Frostbite, Mil. Surgeon 110: 25, 
1952. 

6. Lange, K., and Boyd, L. J.: Functional Pathology of Experimental 
Frostbite and Prevention of Subsequent Gangrene, Surg., Gynec. & Obst. 
80: 346, 1945. Lempke and Shumacker.'* 


J.A.M.A., March 15, 1952 


hand, rewarming at temperatures above 50 C seems to be 
harmful rather than beneficial. It appears further that 
external heat should be removed from the affected part 
as soon as thawing is complete. In one experiment ™ 
frozen mouse tails kept in air heated to 40 C for 72 hours 
after rapid thawing showed more gangrene than those left 
at room temperature (20 C) after thawing. On the basis 
of German experience during World War II, Killian ' 
suggested that heating of the trunk should precede thaw- 
ing of the frozen distal part. This procedure, which pro- 
duces vasodilatation in the extremities, is employed to 
increase the supply of oxygen to the frozen tissues before 
their metabolic demands are increased by local heat. 
Under field conditions where the entire body as well as 
the frozen part is exposed to cold, early and active warm- 
ing of the trunk wound seem to be a logical measure, but 
local thawing should probably be carried out simul- 
taneously, since delay in local thawing has been shown 
to increase tissue damage. 

Additional therapeutic measures evaluated have in- 
cluded those designed to eliminate the vasospasm, sludg- 
ing of blood, and thrombosis that occur during certain 
stages of the freezing process. These reactions are be- 
lieved by many investigators to be the primary cause of 
tissue necrosis, but Lewis ° has questioned this view. In 
recent experiments he has shown that extensive necrosis 
can occur during freezing independently of vascular 
thrombosis or spasm. It cannot be denied, however, that 
vascular stasis and thrombosis do occur in frozen tissue, 
and, while they may not be the primary cause of necrosis, 
it seems likely that they contribute to it and to delayed 
healing. The experimental evidence on the therapeutic 
effect of vasodilating procedures has been reviewed by 
Shumacker and Lempke.'” These authors conclude that 
interruption of the sympathetic nerve supply to the frozen 
area by procaine block or sympathectomy may be bene- 
ficial in the early treatment of frostbite but that system- 
ically administered autonomic blocking agents are unre- 
liable in bringing about vasodilatation of the extremities, 
particularly in the presence of pronounced vasospasm. 
The use of heparin to reduce agglutination of sludged 
erythrocytes and minimize thrombosis has been found by 
some investigators to diminish the incidence of gangrene 
following frostbite in animals ° and to have a beneficial 
effect in man.* Other workers * have found it to be of no 
value, but according to Lange “ this is due to their failure 
to depress prothrombin levels continuously for several 
days. Further trials of anticoagulants in man seem justi- 
fied. 

Tests have also been carried out with measures de- 
signed to reduce the increased vascular permeability and 
edema that occur during thawing of frozen tissues. Anti- 
histaminic drugs have been employed on the assumption 
that this vascular reaction is due to the liberation of a his- 
tamine-like substance from damaged cells. The evidence 
suggests that these drugs may be of some benefit.'’ Rutin 
also has been reported '' to diminish tissue damage in 
some species following frostbite, but there is little infor- 
mation on the clinical usefulness of either of these drugs 
n man. Cortisone '* and corticotropin '* have not reduced 
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tissue necrosis in animals. Pressure dressings to reduce 
edema have had no beneficial effects in the experience of 
Shumacker and Lempke.'® 

Other measures used in severe frostbite, such as ad- 
ministration of anitibiotics or chemotherapeutic agents 
to prevent secondary infection and the careful débride- 
ment of necrotic tissue, are accepted as routine by most 
workers. Early active and passive motion has been rec- 
ommended to stimulate circulation, prevent contractures, 
and minimize muscular atrophy. 

It is evident that much more clinical testing in man 
will be necessary before the value of many of these pro- 
cedures can be firmly established. The large scale studies 
now being carried out by the armed forces in Korea 
are a forward step in this direction. 


BRONCHOSCOPY IN THE NEWBORN 


It has been estimated that the total infant mortality 
in the United States in the first few days of life exceeds 
120,000 per year and that about one-fifth of the deaths 
during the first two days of life are produced by as- 
phyxia and related conditions.' Immaturity contributes 
to the largest number of neonatal deaths, followed by 
birth injury, congenital malformations, postnatal as- 
phyxia and atelectasis. Moreover, asphyxia, even though 
it does not necessarily prove fatal, can produce alter- 
ations in cerebral tissue that will not be immediately 
evident but that will become apparent in later life. The 
various pathological entities responsib!e for alterations 
in respiration in most instances are probably irreversi- 
ble, yet there are contingencies in which accurate diag- 
nosis and appropriate treatment save life. 

Among the devices that have been proposed to re- 
suscitate the newborn infant are the administration of 
oxygen mixed with small amounts of carbon dioxide, 
cleansing of the upper respiratory passages and the 
trachea by catheter suction, artificial respiration, drug 
stimulation, suspension of the infant with head down, 
mouth to mouth breathing, and stimulation by immer- 
sion alternately in warm and cold water. The lives of 
numerous newborn infants no doubt have been saved 
by the prompt application of some of these procedures.* 
Many bronchoscopists believe that additional lives could 
be saved and subsequent respiratory complications of 
the neonatal period be reduced by the wider use of the 
bronchoscope in selected cases at a time when newborn 
infants fail to respond promptly to well-established 
measures. The assistance that the endoscopist can give 
in handling problems of resuscitation and aspiration of 
the newborn is not as widely recognized nor as exten- 
sively utilized as it should be. 

Despite the need for additional experience in estab- 
lishing the indications and contraindications for bron- 
choscopy in the newborn, the bronchoscopic procedure 
is an important salvage measure. The cooperation of 
obstetricians, pediatricians, and endoscopists might con- 
ceivably reduce both the morbidity and the mortality 
rates of the newborn. The designation of a small room 
adjacent to delivery rooms in hospitals for the purpose 


EDITORIALS AND COMMENTS 941 


of meeting respiratory emergencies of the newborn would 
invite progress in the field.* Finally, in order to establish 
his value as consultant, the bronchoscopist should be 
available for emergencies * at all hours. 


DDT RESISTANT BODY LICE 


Hurlbut ' and associates of the Eighth U. S. Army in 
Korea report that contrary to their expectations routine 
application of 10% DDT powder to a large group of 
military personnel during the winter and spring of 1951 
resulted only in a steady increase in their infestation with 
body lice. Since previous laboratory experiments had 
shown that DDT resistant strains of houseflies can be 
developed by selective breeding, the army officers com- 
pared the DDT resistance of local body lice with that of 
routine laboratory strains. They found that when groups 
of 20 local lice were confined within treated sleeves, 
which could be worn, thus permitting normal feeding, 
from 40 to 60% of them remained alive at the end of 
48 hours exposure to DDT powder. Under similar con- 
ditions there was a 100% mortality among standard 
laboratory strains of body lice. Local lice were also reared 
throughout their entire life cycle on cloth impregnated 
with 0.1% DDT solution in acetone, cloth impregnated 
with 0.05% solution being lethal for standard laboratory 
lice. 

From these and other data it was concluded that DDT 
resistant body lice were prevalent in certain Korean areas, 
presumably as a result of local selective breeding. From 
this it follows that the routine use of DDT powder for 
the control of typhus might be ineffective in certain locali- 
ties. 
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ORGANIZATION SECTION 


STATEMENT OF A. M. A. REPRESENTATIVE ON 
PROPOSED NEW DEPARTMENT OF HEALTH 
BEFORE SENATE COMMITTEE 


Mr. Chairman and members of the Committee: My name is 
Walter B. Martin. I am engaged in the active practice of medi- 
cine in Norfolk, Va., and am also a member of the Board of 
Trustees of the American Medical Association. I am appearing 
here today on behalf of that Association in opposition to S. 1140, 
82d Congress. This bill, which is intended primarily to effect 
the medical recommendations of the Hoover Commission on 
Organization of the Executive Branch of the Government, would 
provide for the transfer of various federal medical services to 
a new Department of Health. The major health services included 
would be the Department of Medicine and Surgery of the Vet- 
erans Administration, most of the hospitals and other medical 
facilities of the armed services, and the United States Public 
Health Service. A secretary of cabinet rank would head the 
proposed new department and would be assisted by an advisory 
board composed of the Secretary of Defense, the Administrator 
of Veterans’ Affairs, and the Surgeon General of the Public 
Health Service. 

Before discussing the specific provisions of the pending bill 
and the position of the American Medical Association with re- 
spect thereto, I would like to review briefly the pertinent rec- 
ommendations of the Hoover Commission on Federal Medical 
Activities. The Hoover Commission’s report in this regard was 
presented in March, 1949, based on reports received from its 
Medical Task Force in January and February of 1949. Although 
the report did recommend, in part, the program proposed by 
S. 1140, the basic or primary recommendations of the com- 
mission were (a) that the Congress clearly define the beneficiaries 
entitled to medica! care from the federal government and the 
relative priorities of such beneficiaries and (+) that the present 
inconsistencies in the federal hospital construction program be 
resolved. The Task Force, in conducting the studies prior to 
the issuance of its report, found that the existing federal medical 
program was “devoid of any central plan” and concluded that 
there must be over-all planning, which would require “first a 
clear definition of the extent of the responsibilities, and second 
an organization appropriate to carry out the commitment.” 

It would seem, therefore, that, although S. 1140 would estab- 
lish the agency for carrying out the commitment, the primary 
recommendations, which are in actuality conditions precedent 
to the consolidation of hospital facilities, have been ignored. 
It should also be noted that, despite the validity of certain of the 
recommendations of the Hoover Commission at the time of the 
issuance of the report in 1949, such proposals are not neces- 
sarily applicable today, owing in part to the hostilities in Korea 
and to the threat of war in various other parts of the world. 
Despite the fact that the American Medical Association is in 
favor of the establishment of a Department of Health and is in 
wholehearted accord with the desire to effect economy in the 
operation of federal medical services, it is the belief of the 
Association that S. 1140 will not accomplish the desired results. 

The American Medical Association has repeatedly pointed 
out the wastefulness of the present uncoordinated system for 
providing medical care and hospital benefits by the federal gov- 
ernment. Testimony to this effect was presented before the Sen- 
ate Committee on Labor and Public Welfare during the 8\Ist 
Congress on a similar bill, S. 2008. Since that time the Board 
of Trustees of the Association has on several occasions (most 
recently on Feb. 8, 1952) reiterated its belief that the real way 
to institute governmental economy in the use of funds and medi- 
cal manpower is (a) to obtain a clear congressional definition 


of the extent of the government's responsibility for furnishing 
medical care with particular reference to the treatment of vet- 
erans with non-service-connected disabilities and the dependents 
of service personnel and (bd) to establish a federal board to con- 
trol the distribution of beds among the several federal hospital 
services, to insure joint planning in the field of hospital construc- 
tion, and to determine the need and location of proposed new 
hospitals in the United States. 

In addition to the very vital objections referred to above, 
there are several specific provisions of S. 1140 with which the 
Association is not in agreement. In view, however, of the basic 
nature of the Association’s opposition to the bill, any discussion 
of these items, with one exception, will be omitted. The most 
important of these specific provisions and the one on which 
I should like to comment briefly deals with the suggested in- 
clusion of the medical facilities of the armed services and the 
Veterans Administration in the new Department of Health. It 
is the belief of the Associatign that such a transfer would be 
difficult at this time without sacrificing the quality of the service 
rendered and without seriously hampering the primary mission 
of the armed services and the Veterans Administration. Such 
a transfer of military installations, although questionable enough 
even in peacetime, would be fraught with danger during the 
present emergency. 

This concludes my formal statement. I want to thank the 
committee for the privilege of presenting the views of the Ameri- 
can Medical Association on this bill. I shall be happy to attempt 
to answer any questions that the members of the committee may 
have. 


FEDERAL MEDICAL LEGISLATION 


Social Security Amendment 

Representative Cole of New York introduced H. R. 6719, 
which would amend title 2 of the Social Security Act to pro- 
vide that persons may elect not to receive old age and survivors’ 
insurance coverage with respect to self-employment. 


Industrial Safety 


Senator Murray of Montana introduced S. 2714, which would 
provide for assistance to state agencies administering labor laws 
in their efforts to promote, establish, and maintain safe work 
places and practices in industry, thereby reducing human suffer- 
ing and financial loss, and increasing production through safe- 
guarding available manpower. The bill provides that an unspeci- 
fied amount of money would be provided by the federal govern- 
ment, so that the Secretary of the Department of Labor could 
allocate funds based upon a formula to the several states for 
industrial safety programs. States to be eligible would be re- 
quired to meet standards set forth in the bill. The formula would 
be based on population, number of wage earners, special in- 
dustrial hazards, number of workers afforded protection, the cost 
of state administration, and the financial means of the states. 
No state could receive more than three-fourths of its total ex- 
penditures from the federal government. A minimum allotment 
for each state would be $15,000. 


Regulation of Fireworks 


H. R. 6722 was introduced by Representative McGuire of 
Connecticut and would designate the Bureau of Mines of the 
Department of Interior as the official agency for regulation of 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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fireworks in interstate commerce. The Bureau of Mines would 
be authorized to make regulations covering the sale and ship- 
ment of fireworks and would be the licensing agency for persons 
and firms engaged in manufacturing, procescing, or importing 
fireworks. Persons or firms offering to sell, selling, offering to 
ship, or shipping any fireworks in violation of the regulations 
would be subject to both fine and imprisonment. 


Transfer of Hospitals Between the VA and 
Department of Defense 


Representative Rankin of Mississippi introduced H. R. 6724 
at the request of the Department of Defense. It would permit 
the transfer of hospitals and other facilities, without reimburse- 
ment, between the Veterans Administration and the Army, 
Navy, and Air Force. Veterans Administration officials stated 
that under existing law, the VA can acquire hospital facilities 
from the Department of Defense without transfer of funds; how- 
ever, the Defense Department may not acquire hospitals from 
the VA without transfer of funds. 


Universal Military Training 


Representative Brownson of Indiana introduced H. R. 6765, 
which proposes the establishment of a National Security Train- 
ing Corps and provides for its administration and discipline. 
The plan contained in this bill was first submitted during the 
House public hearings on universal military training by the 
author and Representatives Lantaff of Florida and Curtis of 
Missouri. They suggested a ROTC program for all males in their 
last two years of high school. The program would cover a period 
of five hours per week, lasting two years, for a total of 320 
hours of training. 


School Health Safety and Physical Education 


Representative Elliott of Alabama introduced H. R. 6720, 
which would authorize the appropriation of funds to assist the 
states and territories in extending and improving their program 
of health instruction, safety instruction, and physical educa- 
tion, for children of school age. This bill is identical with H. R. 
5853, previously reported. 


STATE MEDICAL LEGISLATION 


Arizona 


Bills Introduced.—H. 231 and S. 83 propose the creation of an Arizona 
commission on alcoholism to establish a program for the rehabilitation 
of alcoholics and to provide for the medical, psychiatric, and other 
scientific treatments for chronic alcoholics and for other purposes. 


Kentucky 


Bills Introduced.—H. 323, relating to tuberculosis, proposes, among 
other things, that every practicing physician, or executive officer of 
tuberculosis institutions, shall notify the health officer of the county in 
which the persons afflicted reside of every case of tuberculosis which 
comes to his professional knowledge. H. 357, proposes to direct the com- 
missioner of the state police to establish, equip and maintain a criminal 
identification section for the purpose of receiving and filing fingerprints, 
photographs, and other records pertaining to the investigation of crime 
and the apprehension of criminals. H. 385, proposes regulations for the 
licensing of persons desiring to practice ophthalmic dispensing. S. 238, 
to amend the workmen’s compensation act, proposes that employees and 
employers shall furnish to the opposite party copies of any medical 
examinations made of the employee either by a physician chosen by the 
employer or by the employee's own physician. 


New Jersey 


Bills Introduced.—A. 419, to amend the temporary disability benefits 
law, proposes, among other things, to require payment for illness or 
disability due to pregnancy or resulting childbirth or miscarriage. A. 427, 
| proposes to increase the penalty for a violation of any provision of the 
/health ordinance from $100 to $200. A. 433, proposes the creation of a 
_ medical college to be known as the New Jersey State College of Medicine. 
S. 147, proposes regulations for the licensing of persons desiring to 
practice ophthalmic dispensing. 
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New York 


Bills Introduced.—A. 2332 and S. 2227 to amend the labor law, propose 
the creation of an industrial council to advise the labor commissioner 
with respect to matters submitted to it. A. 2351, to amend the education 
law, proposes an appropriation for the purpose of creating subsidies 
for student nurses. A. 2426, to amend the correction law, proposes to 
authorize the commissioner of correction, when an emergency exists “by 
reason of a lack of a sufficient number of physicians, to present evidence 
thereof to the civil service commission, which may determine the exis- 
tence of an emergency and may waive the requirements of the civil 
service law as to the citizenship of applicants in competitive examinations 
for physicians in institutions under the control of the commission of 
correction. A. 2523, to amend the education law relating to optometrists, 
proposes to provide that the license of an optometrist shali not be revoked 
by reason of the act or conduct of any employer of such optometrist. 
A. 2527, proposes an appropriation to the state department of heaith for 
the purpose of conducting experiments in cooperation with the medical 
society of New York State in mass detecting diseases in their early 
Stages through the process of multiphasic screening. A. 2539, to amend 
the education law, proposes to exempt from the labeling requirements 
proprietary medicines, except those proprietary medicines which are 
poisonous, habit forming and/or because of their toxicity or other poten- 
tiality for harmful effect, or of the method of their use, or the collateral 
measures necessary to their use, are not safe for use under the supervi- 
sion of a practitioner licensed by law to administer such proprietary 
medicines. A. 2541, to amend the education law, proposes that courses 
of study beyond the elementary schools shall provide for instruction in 
the nature and effect on the human system of narcotics and habit-forming 
drugs. A. 2629, to amend the education law, proposes to authorize school 
districts to furnish special services, including physiotherapy, occupational 
therapy, and so forth, to children with cerebral palsy. A. 2737, to amend 
the disability benefits law, proposes that benefits under such law shall 
include the cost of providing disabled persons with the same medical, 
surgical or other attendance and treatment, nurse and hospital service 
as is provided under the workmen’s compensation law. A. 2790, to 
amend the penal law, proposes that no person or organization operating 
a hospital, sanitarium or other institution shall permit the use of an 
ambulance to transport the persons to the hospital unless there is in 
attendance upon such ambulance at all times a duly qualified physician 
or intern who is a member of or connected with the staff of the institu- 
tion. A. 3022, to amend the education law, proposes to define physician 
as including practitioners of osteopathy and naturopathy and provides 
for the licensing of naturopaths. A. 3046, to amend the workmen’s com- 
pensation law, proposes to authorize injured employees to select to treat 
them any podiatrist authorized by the chairman of the industrial board 
to render podiatry care. S. 2311, proposes to authorize the fluoridation 
of the public water supplies in particular areas after consultation with 
the commissioner of health and recognized medical and dental authorities. 
S. 2483, proposes an appropriation to the education department for addi- 
tional state scholarships for professional education in medicine and 
dentistry. S. 2544, to amend the public health law, proposes the establish- 
ment of a division of narcotic control in the department of public health. 
S. 2553, to amend the public health law, proposes to require every 
physician to give notice to the health officer of the county, city, town 
or village where such person resides, of every case of addiction which 
comes under his care. 


Virginia 


Bills Introduced.—H. 132, to amend the uniform narcotic act, provides, 
among other things, that the term “opiate” shall include all synthetic 
drugs having addiction forming or addiction sustaining properties similar 
to morphine and so proclaimed by the President of the United States 
under the provisions of the federal narcotic law. It also proposes special 
penalties where the offense charges consists of the sale of marijuana or 
narcotics to a minor. H. 426, proposes to make it unlawful for any 
employer to require an employee or applicant for employment to pay 
the cost of a medical examination or the cost of furnishing any records 
required by the employer as a condition of employment. S. J. R. 27, 
proposes to direct the Virginia advisory legislative council to make a 
study and to report upon the feasibility of establishing a pool for pre- 
payment of hospital costs and other types of medical care for public 
assistance recipients. S. J. R. 42, proposes to direct the Virginia advisory 
legislative council to make a thorough study of ophthalmic dispensing 
and dispensing opticians and of statutes designed for.the protection of 
the public interest in reference to such persons. S. 326, proposes to 
require the commissioner of mental hygiene and hospitals, upon the 
request of any judge, to furnish a list of psychiatrists from public or 
private mental clinics or hospitals having on their staffs psychiatrists 
qualified to make examinations of persons charged with certain crimes. 
The proposal would permit the accused to have the right to be examined 
by a psychiatrist of his own choice in addition to the examination 
performed by psychiatrists appointed by the court. 
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MEDICAL NEWS 


ARKANSAS 


Dr. Dodd to Head Pediatric Department.—Dr. Katherine Dodd, 
associate professor of pediatrics at the University of Cinncinati 
College of Medicine, has been appointed professor of pediatrics 
and head of the department at the University of Arkansas School 
of Medicine, Little Rock. ' 


CALIFORNIA 


Society News.—At a recent meeting of the Los Angeles Society 
of Allergy, Dr. Norman M. Shure, Los Angeles, was elected 
president and Dr. Ben C. Eisenberg, Beverly Hills, secretary- 
treasurer. 


Radioactive Cobalt Chamber at U. C. L. A.—Installation of a 
new radioactive cobalt (Co®’) chamber in the Atomic Energy 
Project on the Los Angeles campus of the University of Cali- 
fornia was announced Feb. 18. Weighing more than eight tons, 
the chamber is constructed mainly of 8% in. lead. The Co’ 
source has an intensity of 100 curies, with a radiation output 
equivalent to about 100 gm. of radium. Made at the atomic pile 
at Oak Ridge National Laboratories, the U. C. L. A. sample of 
cobalt metal weighs only about 30 gm. The chamber will be 
used mostly for basic scientific studies of the effects of radiation. 
The chamber is one of three in the United States. 


Donations to Blood Bank.—A check for $5,000 has been pre- 
sented to the Irwin Memorial Blood Bank of the San Francisco 
Medical Society by Mrs. Clara L. Watson of Guerneville in 
memory of her brother, the late Dr. Charles Francis Griffin, who 
practiced his entire professional life in San Francisco. The 
money will be used to continue studies on blood preservation. 
These studies are being carried out in cooperation with San 
Francisco’s two medical schools, the University of California 
Medical School, and the Stanford University School of Medi- 
cine. In November of last year Mrs. Watson presented an iden- 
tical gift to the Sonoma County Community Blood Bank in 
Santa Rosa. 


LOUISIANA 


Physician Selected as Outstanding Citizen——Dr. Henry E. 
Gautreaux, who has practiced in Covington for 46 years, was 
selected its outstanding citizen for 1951. Since 1948 he has 
served as coroner of St. Tammany Parish and is a member of 
the board of directors of the new mental hospital being built 
near Mandeville. Since 1914 he has been in Red Cross work 
and has served as president of the parish medical society, as dele- 
gate to the state medical society, and as a member of various 
committees. 


MAINE 


Health Council Studies.—Three studies have been undertaken 
by the Maine Health Council, according to the Maine Tubercu- 
losis Association. These are (1) a study and analysis of the Health 
Code of Maine in order that indicated changes may be recom- 
mended to the next legislature; (2) a study to determine the re- 
lationships of local health councils to the state council, how the 
latter may help the local health groups attain greater effective- 
ness, and the relationships between the local councils and the 
individual members of the state council; and (3) a study of the 
possibilities of the council’s conducting, through its member 
agencies, informational workshops on matters of public health, 
public health law, and general health resources for health offi- 
cers of individual townships. 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


MICHIGAN 


State Society Commends Hillsdale County Cancer Detection.— 
The Hillsdale County Medical Society was honored with a cer- 
tificate of commendation by the Michigan State Medical Society 
at the Michigan Clinical Institute, March 13, for “its pioneering 
effort in developing the Hillsdale Plan for Tumor Detection, the 
most practical plan yet devised for finding cancer in early and 
curable stages.” In the four years of operation of the plan, 4,733 
cancer detection examinations have been made. One hundred and 
six cancers have been found among the 2,365 persons examined, 
an incidence of 2.24%. Over 62% of these cancers were in early 
or only moderately advanced stages. 


MINNESOTA 


Annual Jackson Lecture—The annual Clarence M. Jackson 
Lecture, sponsored by the Phi Beta Pi Fraternity, will be given 
on April 21 by Dr. John M. Adams, professor, department of 
pediatrics at the University of California at Los Angeles School 
of Medicine, at the University of Minnesota Medical School, 
Minneapolis. Dr. Adams will speak on the subject of “Respira- 
tory Diseases—Changing Concepts,” and will also take part in 
a continuation course on pediatrics for specialists at the Center 
for Continuation Study April 21-23. 


NEBRASKA 


Dr. Lee to Head Department.— Dr. Leroy W. Lee, since 1947 
assistant professor of urologic surgery at the University of 
Nebraska College of Medicine, Omaha, has been appointed 
chairman of the department of urology. He succeeds Dr. Edwin 
Davis Sr., who will continue as professor of urology at the 
college. 


Honored for Long Service—Three Omaha physicians on the 
faculty of Creighton University School of Medicine received 
plaques in recognition of 25 years of service at a Founders Day 
dinner in December. Those honored were Drs. Arthur C. John- 
son, associate professor of surgery; James G. Vetter, instructor 
in surgery, and M. William Barry, associate professor of 
medicine. 


Demonstration of Advantages of Rural Practice —The Rural 
Medical Service Committee of the Nebraska State Medical Asso- 
ciation is sponsoring a program March 27 with a long-range ob- 
jective of encouraging Nebraska trained doctors to return to their 
home state for medical practice. The program will honor the 
senior medical students at both Creighton University School of 
Medicine, and the University of Nebraska College of Medicine 
in Omaha, and will demonstrate the advantages of medical prac- 
tice in Nebraska. 


NEW JERSEY 


Society News.—At the December meeting of the New Jersey — 
Neuropsychiatric Association Dr. David J. Flicker, Newark, was 
elected president; Dr. C. Archie Crandell, Greystone Park, 
president-elect; Dr. J. Lawrence Evans Jr., Englewood, secre- 
tary, and Dr. Frank P. Pignataro, Red Bank, treasurer. 


Hospital Affiliates with Medical Center.—Overlook Hospital, 
Summit, has become affiliated with the New York University- 
Bellevue Medical Center in New York City under the center’s 
regional hospital plan. The arrangement is designed to bring 
to practicing physicians in suburban and rural nonteaching hos- 
pitals the advantages of a working relationship with a university 
medical center. The plan is now serving hospitals in Connecticut, 
New Jersey, New York, and Pennsylvania. Overlook Hospital 
is a voluntary hospital having 145 beds and 41 bassinets and 
about 5,000 admissions a year. A new building program is under- 
way, in which two six story wings, accommodating 206 beds, are 
to be completed during the next two years. The hospital serves 
an estimated 150,000 persons in the Summit area. 
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NEW YORK 


Public Health Appointments.—Dr. Robert M. Albrecht has re- 
ceived permanent appointment to the position of associate public 
health physician (Communicable Disease Control), Bureau of 
Epidemiology and Communicable Disease Control of the state 
department of health, effective Jan. 1. Effective Jan. 15, Dr. 
Evan W. Thomas, New York, was given provisional appoint- 
ment to the position of associate public health physician 
(Venereal Disease Control), Bureau of Venereal Disease 
Control. Dr. Ruth K. Beecroft has been appointed consultant 
pediatrician to the New York State Department of Health’s 
Bureau of Maternal and Child Health. Dr. Beecroft has been 
with the Bureau of Maternal and Child Welfare of the Wash- 
ington, D. C., Health Department. 


New York City 


Medical School Alumni Day.—The annual Alumni Day of 
the Long Island College of Medicine and the State University 
of New York at New York City College of Medicine will be 
held on April 26. A scientific session at Polhemus Clinical Hall 
will be followed by the annual business meeting. There will be 
interfraternity activity in the afternoon, followed by the 72nd 
annual dinner at the Columbus Club, One Prospect Park West, 
Brooklyn, at 7 p. m. 


Society News.—The Section on Allergy of the Medical Society 
of the County of Kings and the Academy of Medicine of Brook- 
lyn on March 11 heard Dr. William B. Sherman of Columbia 
University College of Physicians and Surgeons, speak on “Clin- 
ical Aspects and Management of Drug Allergy.” Mr. Leon- 
hard Katz will present a paper, “High Speed Processing of Film 
Using Turbulent Fluids,” at the monthly conference of the New 
York Institute of Clinical Oral Pathology March 31 at the 
New York Academy of Medicine at 9 p. m. 


Dr. Falk to Lecture in Israel—Dr. Henry C. Falk, director of 
gynecology and obstetrics, Beth Israel Hospital, and clinical pro- 
fessor of gynecology, New York University, left for Israel Feb. 
15 for a six week tour of government and private hospitals in 
Israel. Dr. Falk was invited by the medical advisory board of 
the Hebrew University-Hadassah Medical School to demon- 
strate certain types of gynecological surgery. He has also been 
invited by Dr. Bernard Zondek, head of the gynecological de- 
partment of the school, to lecture to the Jerusalem Medical 
Society on pelvic inflammatory diseases. 


Personals.—On Feb. 12 Dr. Jan Ehrenwald of the psychiatric 
division of Kings County Hospital, Brooklyn, addressed the 
staff at the Veterans Administration Hospital, Northport, Long 
Island, and discussed “Psychodynamics of Telepathy and Re- 
lated Phenomena.” Dr. Joseph D. Teicher has accepted 
the position of director of the Child Guidance Clinic of Los 
Angeles. Dr. Alexander Brunschwig was elected to honorary 
membership in the National Society of Surgeons of Cuba at 
the annual meeting on Jan. 26 in Pina del Rey, Cuba, where he 
delivered an address before the society. 


Consultation Alcoholism Clinic.—This clinic, devoted to the 
treatment and rehabilitation of problem drinkers employed by 
New York business concerns, opened Feb. 4 at University Hos- 
pital. A check for $25,000 for operating expenses for the first 
year has been presented to Dr. Anthony J. Lanza, chairman of 
the industrial medicine department of New York University- 
Post Graduate Medical School. Other commercial and manufac- 
turing organizations have been invited to support the program. 
Dr. Arnold Z. Pfeffer of the university will be the physician-in- 
charge of the staff of medical and psychiatric specialists at the 
clinic. The clinic expects to operate On an outpatient basis. 
Severely ill persons will be hospitalized. 


Tuberculosis Association Director Dies.—Charles A. Freck, for 
13 years executive director of the Queensboro Tuberculosis and 
Health Association and active in the field of tuberculosis for 
nearly a quarter century, died Feb. 12 in Flushing (Queens) Hos- 
pital and Dispensary, aged 45. Mr. Freck had been director of 
health and education for the Tuberculosis and Health Society 
at St. Louis, was named director of field service for the Illinois 
Tuberculosis Association in 1933, and four years later became 
executive secretary of the Missouri Tuberculosis Association. 
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Mr. Freck was vice-chairman of the Civic Defense Recruiting 
Office and a member of the public health committees of the 
Medical Society of the County of Queens. For six years he was 
secretary-terasurer of the Public Health Association of New 
York City and also secretary-treasurer of the Council of Tuber- 
culosis and Health Associations of Greater New York. 


Bureau for Handicapped Children.—The creation of this bureau 
and the designation of Dr. Helen M. Wallace as director was 
announced Feb. 19 by the health department. Fundamental 
to the work of the bureau’s reorganized program will be the 
development of more adequate case finding procedures, the 
stimulation of research to prevent crippling conditions, and a 
community plan that will enable families who need this service 
to find it among the many groups that help the handicapped. 
Under the state aid program the city and state share the cost 
of hospital and convalescent care for some 1,400 children each 
year who have orthopedic and cardiac conditions and pays for 
care for youngsters who have some eye and orthodontic condi- 
tions. The 29 diagnostic clinics that handle children with ortho- 
pedic handicaps, heart conditions, hearing, and eye defects are 
being reorganized. They will be brought into a close working 
relation with medical schools and with hospitals that have 
treatment facilities staffed by experts in the various fields. 


NORTH CAROLINA 


Piedmont Proctologic Society —The annual March meeting of 
this society will be held March 29 at the Hotel Charlotte in 
Charlotte. The speakers and their subjects will include: 

Glenn G. Perry, High Point, Pruritus Ani. 

Leonard J. Rabhan, Savannah, Ga., Diverticulosis and Diverticulitis. 

G. Farrar Parker, Asheville, Anal Carcinoma. 


OKLAHOMA 


Enid Blood Bank.—The American Red Cross Blood Center, 
through which Enid hospitals may be assured an adequate supply 
of blood and plasma at all times, has been opened as a sub- 
sidiary of the Wichita Red Cross Regional Blood Center. Es- 
tablishment of the center in Enid was the culmination of plans 
begun in 1949 when the Garfield County Medical Society voted 
to sponsor the movement. The delay was occasioned by the lack 
of enough “bloodmobiles” to cover the territory and the reluc- 
tance of the Wichita, Kan., center to cross state lines. Subsidi- 
aries of the Wichita Regional Blood Center have also been 
established in Bartlesville, Blackwell, and Newkirk. 


PENNSYLVANIA 


State Hospital Centenary.—Harrisburg State Hospital is cele- 
brating its centenary with a series of meetings of ancillary 
groups. The hospital was founded by Dorothea L. Dix, and has 
become the keystone around which the Commonwealth of Penn- 
sylvania has built a hospital system of 17 institutions housing 
almost 40,000 patients. 


Public Health Council.—A permanent home for the Pennsyl- 
vania Health Council, which was formed in Harrisburg Feb. 11, 
1950, by representatives of 43 health agencies of the common- 
wealth, was to be established about March | in Harrisburg. 
Created to “study health needs of the Commonwealth, to help 
develop and promote constructive health programs, and to pro- 
pose constructive and needed legislation and to work for its 
enactment into law,” the Pennsylvania Health Council also aims 
to prevent and eliminate overlapping and duplication of com- 
munity health efforts. Among the member organizations of the 
council are the Association of the Junior League of America 
and the state groups of the League of Women Voters, Federation 
of Business and Professional Women’s Clubs, Home Economics 
Association, Welfare Conference, and the Pennsylvania State 
College. The American Legion, National Foundation for In- 
fantile Paralysis, Pennsylvania Public Health Association, and 
various hospital service associations, nursing organizations, 
medical schook, and the Medical Society of the State of Penn- 
sylvania are also associated with the council. Officers include Dr. 
Gibson C. Engel, Philadelphia, president; Dr. C. Howard Wit- 
mer, Lancaster, first vice-president; William G. Mather, Ph.D., 
State College, secretary, and Mr. Edward M. Green, Harrisburg, 
treasurer. 
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Philadelphia 

Postgraduate Institute—The annual postgraduate institute and 
convention of the Philadelphia County Medical Society will be 
held April 1-4 at the Bellevue-Stratford Hotel. Arrangements 
are being made to televise special clinical programs from Jeffer- 
son Medical College Hospital directly to the lecture hall at the 
hotel on Wednesday, Thursday, and Friday mornings. Among 
the subjects to be covered at this year’s meeting are ear, nose, 
and throat problems; obstetrics and gynecology; pediatrics; 
surgical problems, and dermatology. There will be panel dis- 
cussions on corticotropin (ACTH), cortisone and hydrocortisone, 
functional problems in general practice, and the stroke problem. 
The customary clinical pathological conference will be held 
Thursday evening, and there will be many technical exhibits. 
The director of the institute is Dr. Thomas M. Durant, 301 S. 
21st. St., Philadelphia 3. 


Pittsburgh 


Anesthesia Memorabilia.—W. Harry Archer, D.D.S., professor 
of oral surgery and anesthesia of the school of dentistry of the 
University of Pittsburgh, has placed on permanent loan to the 
Wood Library and Museum a large collection of anesthesia 
memorabilia. The collection, which is at present incompletely 
catalogued, includes 22 machines of various periods of historical 
interest. 


RHODE ISLAND 


Health Record Booklets.—The Health Department of the City 
of Providence now gives each child born in the city a health 
record booklet in addition to its birth certificate. This 16 page 
booklet contains information relative to the child’s birth and 
provides space for its medical history through the fourth year of 
life. It will have pages for the results of preschool and school 
examinations and for recording specific defects and remarks. 


TENNESSEE 


Student Award for Overcoming Difficulties—While some col- 
leges award prizes to students with the best scholastic records, 
the University of Tennessee College of Medicine, Memphis, has 
announced plans to honor the student of each graduating class 
“who has overcome the most difficulties in obtaining a degree.” 
The prize will be awarded to a member of the graduating class 
each quarter, beginning in March. A committee of classmates, 
with the aid of Mr. F. J. Montgomery, director of student wel- 
fare, will select the recipient. The prize will be purchased with 
funds contributed to the university by Dr. Charles C. Ver- 
standig, radiologist, of New Haven, Conn., who graduated from 
the college in 1939. 


TEXAS 


Personal.—Dr. James Walter Long, medical director for Gulf 
Oil at Port Arthur, became medical director of the entire Gulf 
Oil Corporation Jan. 1, with headquarters in Pittsburgh. Dr. 
Long had been with the Gulf refinery since 1930. He has been a 
member of the state board of health since July, 1951. 


Lecture Commemorating Birth of Leonardo da Vinci.—Dr. 
Elmer Belt, Los Angeles, will give an address at the University 
of Texas Medical Branch, Galveston, March 27 in commemora- 
tion of the 500th anniversary of the birth of Leonardo da Vinci 
(1452-1519), who contributed much to the development of 
anatomy. Dr. Belt, who will also discuss problems of renal ex- 
cretion, has assembled important reference libraries relating to 
Leonardo da Vinci. 


WEST VIRGINIA 


Woman’s Auxiliaries.—Two new local auxiliaries to component 
medical societies have recently been organized in West Vir- 
ginia. They are the Woman’s Auxiliary to the Hancock County 
Medical Society, and the Woman’s Auxiliary to the Wyoming 
County Medical Society. The growth of the auxiliary in West 
Virginia has been phenomenal during the past three years. There 
are now 21 local auxiliaries as compared with 14 in 1949. The 
total membership, including members at large, is 971. Nurse 
recruitment is one auxiliary project. 


J.A.M.A., March 15, 1952 


ALASKA 


Anchorage Chest Clinic.-In a community-wide effort to help 
combat tuberculosis, residents of Anchorage have acquired a 
chest clinic. It was first started as a diagnostic clinic in 1949 at 
the Anchorage Health Center, under the direction of Dr. Wendell 
C. Matthews, tuberculosis consultant for the Alaska Department 
of Health. The city remodeled space in the center for expansion 
of the clinic in 1950, and the Tuberculosis Committee of the 
Anchorage Health and Welfare Council arranged for the pur- 
chase of $1,800 worth of equipment. Two other civic organiza- 
tions contributed. The Alaska Department of Health supplied 
the x-ray machine, the fluoroscope, and the equipment for doing 
pneumoperitoneum; it also provides the services of the physician 
who conducts the clinic. The new clinic was officially opened in 
May, 1951. Up to Oct. 1, some 1,200 roentgenograms had been 
taken, which included a mass survey of all the food handlers in 
the city of Anchorage. Posthospitalization treatment for tuber- 
culous patients is another of the important services of the clinic. 


GENERAL 

Postpone International Congress.—The Third International 
Congress of Legal and Social Medicine, which was to be held in 
Berne, Switzerland, April 15-18, has been postponed. It is hoped 
that the congress may be organized at a later date. 


Society Election.—Newly elected officers for the American 
Academy of Orthopaedic Surgeons include Dr. Francis M. 
McKeever, Los Angeles, president; Dr. Harold B. Boyd, Mem- 
phis, president-elect; Dr. John R. Norcross, Chicago, secretary, 
and Dr. H. Relton McCarroll, St. Louis, treasurer. 


College of Surgeons Exhibit Space.—The American College of 
Surgeons has space available for scientific exhibits at its clinical 
congress to be held in New York, Sept. 22-26, with headquarters 
at the Waldorf-Astoria. Application for this space should be 
made immediately to Walter E. Batchelder, M.D., Chairman, 
Committee on Scientific Exhibits, American College of Surgeons, 
40 E. Erie St., Chicago 11. 


Health Foundation to Study Industrial Health Plans.—Sheldon 
G. Lowry, research assistant in the department of sociology and 
anthropology at Michigan State College, Lansing, has become 
associated with the Health Information Foundation, New York, 
on a special assignment related to a study of health plans in 
industry. The foundation's industrial health research program is 
designed to determine the relationship between health programs 
in industry and productivity, absenteeism, labor turn-over, and 
other industrial relations factors. 


Tropical Research Foundation.—A new foundation has been 
established in Chicago to support research in all phases of life in 
the tropics, under the name of Tropical Research Foundation in 
Chicago. The first chairman of the board of trustees is Mr. P. 
P. Vicek, and the secretary is Mr. M. V. Tulsky. In 1952 the 
foundation is sponsoring an expedition to the Caribbean and 
Central and South America, headed by Dr. Oscar Felsenfeld of 
the Hektoen Institute. The resources of the foundation are dona- 
tions from American industry and from private persons. 


Dr. Kolmer Receives Dentistry Award.—Dr. John A. Kolmer, 
Philadelphia, will receive Sigma Epsilon Delta’s annual award 
for outstanding contribution to dentistry at its convention in 
Wernersville, Pa., May 23-25. He was chosen for his untiring 
efforts to bring close cooperation between physicians and 
dentists. Dr. Kolmer is professor of medicine in the Medical and 
Dental Schools of Temple University and director of the Insti- 
tute of Public Heaith and Preventive Medicine, Philadelphia. 
He is an honorary member of the American Academy of Dental 
Medicine and author of many books and papers. 


Proposed International Congress of Medical Librarians.—lIt is 
proposed to hold an International Congress on Medical Li- 
brarianship in London in July, 1953. Sir Cecil Wakeley, K.B.E., 
C.B., president of the Royal College of Surgeons of England, 
has consented to accept the honorary presidency of the congress. 
The program will include formal sessions for reading and dis- 
cussion of papers, visits to medical libraries, and social functions. 
It is hoped also to have an exhibition of medical books and 
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periodicals and library equipment. All those interested in medical 
librarianship throughout the world are invited to participate. 
Requests for information may be addressed to the Honorary 
Secretary, First International Congress on Medical Librarian- 
ship, in care of The London School of Hygiene and Tropical 
Medicine, Keppel St., London W.C.1. 


New Editor for Internal Medicine Journal.—Dr. Paul W. 
Clough, Baltimore, has retired as editor-in-chief of the Quarterly 
Review of Internal Medicine and Dermatology. He was suc- 
ceeded by Dr. Emanuel B. Schoenbach, New York, professor of 
medicine at the University of New York Medical Center at 
Brooklyn, and director of medical services at Maimonides Hos- 
pital, Brooklyn. Dr. Schoenbach has been on the faculty of Johns 
Hopkins University School of Medicine. He is a member of 
the committee on cancer diagnosis and therapy of the National 
Research Council and a consultant to the National Cancer In- 
stitute. Dr. Clough has been associated with Johns Hopkins Uni- 
versity since his graduation there in 1907. 


Courses in Radioisotopes.—Three additional courses in tech- 
niques of using radioisotopes in research will be offered by the 
special training division of the Oak Ridge Institute of Nuclear 
Studies this summer. Dates for the courses are: June 9 to July 4, 
July 7 to Aug. 1, and Aug. 11 to Sept. 5. The courses are de- 
signed to acquaint mature research workers with the safe and 
efficient use of radioisotopes in research. Each course is open to 
32 participants. Information may be obtained from Ralph T. 
Overman, Chairman, Special Training Division, Oak Ridge 
Institute of Nuclear Studies, Oak Ridge, Tenn. 


Meeting on Internal Medicine.—The North Pacific Society of 
Intetnal Medicine will hold its spring meeting March 22 in the 
library auditorium of the University of Oregon Medical School, 
Portland. Those speaking by invitation are as follows: 


Daniel H. Labby, Portland, Inter-relationships of Kidney and Liver 
Disease. 


Herbert E. Griswold Jr., Portland, Primary Pulmonary Hypertension 
in Children. 


John T. Van Bruggen, Ph.D., and Tyra T. Hutchens, Portland, Choles- 
terol Metabolism. 

At the dinner meeting at 6 p. m. Dr. Adolph Weinzirl, professor 

and head of the department of public health and preventive 

medicine at the University of Oregon Medical School, will speak 
on communication. 


Essay Contest in Plastic and Reconstructive Surgery.—The 
Foundation of the American Society of Plastic and Reconstruc- 
tive Surgery offers awards in junior and senior classifications for 
original contributions in their field. The junior classiication 
offers two scholarships for six months in leading plastic surgery 
services in the United States, England, and Italy. The contest is 
open to plastic surgeons who have practiced the specialty not 
longer than five years. The senior classification prize is a silver 
plaque awarded for the best essay presented at the society’s an- 
nual meeting. The winning essays will appear on the program of 
the annual meeting in New York in November. All entries must 
be received by the award committee not later than Sept. 1. For 
information address The Award Committee, c/o Jacques W. 
Maliniac, M.D., 11 East 68th St., New York 21. 


Outbreaks of Foot-and-Mouth Disease.—The United States 
Agriculture Department late in February began tracing every 
animal imported recently from Canada after an outbreak of 
foot-and-mouth disease in the dominion. The department closed 
the Canadian border to imports of all cloven hoof animals and 
to imports of fresh and frozen meat. Incomplete reports listed 
outbreaks on at least 22 ranches in Saskatchewan, a province ad- 
joining Montana and North Dakota, which ordinarily raises over 
100 million pounds of meat and more than 360,000 head of 
cattle, swine, and sheep. A serious outbreak of foot-and-mouth 
disease in Mexico was recently eradicated at a cost of 100 million 
dollars. Three outbreaks of the disease have been discovered in 
Mexico in the last two years and the latest last August. The last 
outbreak in this country was halted about 20 years ago. Europe 
is reported to be experiencing one of its worst outbreaks. The 
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importation of animals and fresh or frozen meat from Argentina 
has been banned for years because of foot-and-mouth disease 
there. 


Dr. Esmond Long Resigns as Secretary and Editor.—Dr. Es- 
mond R. Long, Philade!phia, executive secretary of the Ameri- 
can Trudeau Society since 1947, has resigned in order to devote 
more time to the National Tuberculosis Association’s expanding 
program of medical research. Dr. Floyd M. Feldmann, Washing- 
ton, D. C., assistant to the managing director, NTA, has been 
appointed acting executive secretary. Dr. Long also submitted 
his resignation as editor-in-chief of the American Review of 
Tuberculosis, official publication of the American Trudeau So- 
ciety, taking effect Dec. 31, 1951; and Dr. Walsh McDermott, 
formerly managing editor, has been named editor. Dr. Long has 
been designated consulting editor. In addition to his duties with 
NTA, Dr. Long is director of the Henry Phipps Institute of the 
University of Pennsylvania, Philadelphia. 


Industrial Health Conference.—This conference to be held at 
the Netherland Plaza Hotel, Cincinnati, April 19-26, will in- 
clude meetings of six industrial health groups: the Industrial 
Medical Association, the American Conference of Governmen- 
tal Industrial Hygienists, the American Industrial Hygiene As- 
sociation, the American A iations of Industrial Dentists and 
Industrial Nurses, and the U. S. Navy Fourth Annual Industrial 
Organization. The Industrial Medical Asseciation will hold 
clinics on Monday and Tuesday at Cincinnati General Hospital. 
At the general sessions of the association papers will be read by 
Dr. Lawrence E. Hinkle Jr., New York, “Life Stress and Indus- 
trial Absenteeism,” and Dr. S. Charles Franco, Brooklyn, “Lim- 
itations of the Portal Ballistocardiograph in the Detection of 
Heart Disease.” There will be a panel discussion on “Medical 
Service in Industry,” with Dr. Robert C, Page, New York, as 
chairman. There will be joint meetings of the various groups. 
The annual banquet will be held at 6:30 p. m. on Wednesday. 


Borden Awards.—For outstanding research in several fields 
last year, nine Borden Awards of a gold medal and $1,000 have 
been given by the Borden Company Foundation. Since the 
awards were established in 1936 presentations have been made 
to 99 scientists. The 1951 recipients in the medical and related 
fields and the associations through which the awards are given 
include: 

Edwin B. Astwood, research professor of medicine, Tufts College Medi- 
cal School, Boston, for research in endocrinology with special reference 
to hyperthyroidism, the Association of American Medical Colleges. 

Daniel C. Darrow, professor of pediatrics, Yale University, New Haven, 
Conn., for contributions on disturbances in water and electrolytes, 
the American Academy of Pediatrics. 

Paul Gyorgy, professor of clinical pediatrics, University of Pennsylvania, 
Philadelphia, for research on the nutrients contained in milk, the 
American Institute of Nutrition. 

Frances A. Johnston, Ph.D., associate professor of food and nutrition, 
Cornell University, New York, for investigations in the field of iron 
and calcium metabolism and biochemistry, the American Home Eco- 
nomics Association. 

Thomas L. McMeekin, Ph.D., of the Eastern Regional Research Lab- 
oratory, U. S. Department of Agriculture, Philadelphia, for contribu- 
tions to chemistry and utilization of milk proteins, the American 
Chemical Society. 


Cancer Conference in Wichita.—The fourth annual Mid-West 
Cancer Conference will be held at the Broadview Hotel in 
Wichita, Kan., April 3-4. Speakers from outside the Midwest 
include: 

Edward D. Churchill, Boston, Carcinoma of the Lung. 

John S. Ladue, New York, Risk Problems in Cancer Surgery. 


Lowell S. Goin, Los Angeles, Role of Radiation Therapy in Treatment 
of Malignant Disease. 


Joe V. Meigs, Boston, Diagnosis and Treatment of Cancer of Cervix. 
Gould A. Andrews, Oak Ridge, Tenn., Radioactive lodine in the Man- 
agement of Thyroid Carcinoma. 
At the informal dinner meeting on Thursday Dr. Charles S. 
Cameron, medical and scientific director of the American Cancer 
Society, will speak on “Program and Services of the American 
Cancer Society.” There will be roundtable luncheons and infor- 
mal discussion periods in which all guest speakers will partici- 
pate. The conference is sponsored by the Kansas Division of 


52. 
32 


948 MEDICAL NEWS 


the American Cancer Society and the program is arranged by 
the Committee on the Control of Cancer of the Kansas Medical 
Society. Correspondence should be addressed to the conference, 
501-511 Brown Bldg., Wichita, Kan. 


Airplane Accidents and Age of Pilots.—A study of 59 fatal air- 
line accidents in the last 15 years shows no evidence that older 
pilots are less safe in an emergency than their younger col- 
leagues, according to Ross A. McFarland, Ph.D., a professor 
at the Harvard University School of Public Health and medical 
co-ordinator of Pan American World Airways. Dr. McFarland 
gave this finding Feb. 23 at a meeting of the Airline Medical 
Directors Association at Randolph Field headquarters of the Air 
Force School of Aviation Medicine in Texas. Most of the fatal 
crashes occurred in the first three hours of flight, and so fatigue 
was not a factor, as you might expect if older pilots were to 
blame, said Dr. McFarland. About 1,400 flyers between 40 and 
50 years of age now hold airline certificates. Some symptoms of 
advancing years can be safely corrected. Wearing glasses, for 
instance, is not considered a reason in itself to ground an airline 
pilot, if the necessary correction is not extreme. Veteran pilots 
claim that their ability to foresee emergencies and to plan a 
course of action for themselves in advance is more valuable than 
the youthful pilot’s swift reactions when the emergency Occurs, 


FOREIGN 


Progress in Malaria Control in Northern India.—Following the 
success Of malaria control operations launched about two years 
ago in Northern India, the World Health Organization has sug- 
gested to the Upper Pradesh Government undertaking a low- 
cost campaign to banish malaria throughout the state within the 
next few years. Throughout 1,750 square miles of the Terai a 
stable population of 150,000 plus a floating (winter) population 
of 45,000 is at present receiving almost 100%. protection from 
malaria through DDT spraying of 1,300 villages by a team re- 
cruited by the government, operating under the leadership of 
WHO malaria expert from Greece, and using supplies furnished 
mostly by the United Nations Children’s Emergency Fund. Mi- 
croscopic examination revealed that, before spraying started, 
from one-half to three-fourths of infants in the area got malaria 
during their first year of life. After the first year of DDT spray- 
ing the figure dropped to 2.6% while after the second year, no 
babies were becoming infected. Requests are now pouring in to 
the team’s headquarters for the expansion of control operation 
to neighboring malarial areas. 

In addition to the collection of infant blood-slides, nurses give 
advice to mothers and treat children for minor ailments. Mater- 
nal and child health centers have opened in several parts of the 
area. At the Haldwani center, for instance, about 450 mothers 
attend each month for prenatal and postnatal advice and treat- 
ment. 


DEATHS IN OTHER COUNTRIES 


Maj. Gen. Ralph Ainsworth, formerly commandant and director 
of studies at the Royal Army Medical College, died in London 
Jan. 27, aged 76. He was knighted in 1946 for his activities as 
director of medical services of the Joint War Organization of the 
British Red Cross Society and Order of St. John. Carlos 
Bonorino Udaondo, Buenos Aires, several times president of 
the National Academy of Medicine, dean and honorary pro- 
fessor of the Faculty of Medicine, University of Buenos Aires, 
died Nov. 15, aged 67. He was a delegate to medical congresses 
in Latin America and in Europe, serving as president of the First 
Pan-American Congress of Gastroenterology. He was the 
founder of the Society of Gastroenterology and Nutrition of 
Buenos Aires. 


CORRECTION 


Drug Prophylaxis of Amebiasis.—In table 2 of the article on 
drug prophylaxis of amebiasis by Berberian and co-workers 
(J. A. M. A. 148:700 [March 1] 1952), the words “infected” and 
“not infected” were incorrectly inserted under the heading Medi- 
cation Regimen. In these two columns, a plus sign should be 


substituted for the word “infected” and a minus sign for the 
words “not infected.” 


J.A.M.A., March 15, 1952 


MEETINGS 


Aero Mepicat Association, Hotel Statler, Washington, D. C., March 
17-19. Dr. Thomas H. Sutherland, 214 South State St., Marion, Ohio, 
Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Montgomery, April 
17-19. Dr. Dougias L. Cannon, 519 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, Atlantic City, N. J., March 
24-27. Mr. Mac F. Cahal, 406 West 34th St., Kansas City 2, Mo., Execu- 
tive Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Brown Hotel, Louisville, Ky., Apr. 
24-25. Dr. Francis M. Forster, 3800 Reservoir Rd. N.W., Washington, 
D. C., Secretary. 

AMERICAN ACADOMY OF OBSTETRICS AND GYNECOLOGY, Cincinnati, April 1. 
Dr. Ralph A. Reis, 116 South Michigan Boulevard, Chicago 3, Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Providence, R. 1., March 19-21. 
Dr. Normand L. Hoerr. 2109 Adelbert Road, Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, New York, April 14, Dr. John 
Y. Sugg, 1300 York Ave., New York, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISIS, New York, 
April 10-12. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SurRGEONS, Drake Hotel, Chicago, 
April 1-3. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLFGE OF ALLERGISTS, William Penn Hotel, Pittsburgh, April 
7-9. Dr. Fred W. Witiich, 401 LaSalle Medical Bidg., Minneapolis 2, 
Secretary. 

AMERICAN COLLEGE OF PHYSICIANS, Cleveland, April 21-25. Mr. E. R. Love- 
land, 4200 Pine St., Philadelpaia 4, Executive Secretary. 

AM_RICAN COLLEGE OF SURGEONS, SECTIONAL MEETINGS: 

Minneapolis, Radisson Hotel, March 24-26. Dr. Harvey Nelson, 78 South 
9th St., Minneapolis 2, Chairman. 

Tucson, Ariz., Pioneer Hotel, April 7-9. Dr. Meade Clyne, 110 South 
Scott St., Tucson, Chairman. 

Vancouver, B. C., Vancouver Hotel, March 31-April 4. Dr. J. Russell 
Neilson, 925 West Georgia St., Vancouver, B. C., Chairman. 

AMERICAN CONGRESS ON OBSTETRICS AND GYNECOLOGY, Netherlands-Plaza 
Hotel, Cincinnati, March 31-April 4. Dr. Luella E. Nadeihofler, 116 
South Michigan Ave., Chicago 3, Secretary. 

AMERICAN DERMATOLOGICAL ASSOCIATION, Broadmoor Hotel, Colorado 
Springs, Colo., Apr. 23-26. Dr. Louis A. Brunsting, 102 Second Ave. 
S.W., Rochester, Minn., Secretary. 

AMERICAN GASTRO-ENTEROLOGICAL ASSOCIATION, Hotel Claridge, Atlantic 
City, N. J., May 2-3. Dr. Dwight L. Wilbur, 655 Sutter St., San Fran- 
cisco 2. Secretary. 

AMERICAN GastROscopic Society, Hotel Claridge, Atlantic City, N. J., 
May 2-3. Dr. H. Marvin Pollard, University Hospital, Ann Arbor, 
Mich., Secretary. 

AMERICAN Gorter AssociaTION, Chase Hotel, St. Louis, May 1-3. Dr. 
George C. Shivers, 100 East St. Vrain St., Colorado Springs, Colo., 
Secretary. 

AMERICAN HEART Association, Hotel Statler, Cleveland, April 17-20. Dr. 
Willian H. Bunn, 1775 Broadway, New York 19, Secretary. 

AMERICAN PsycHosomMatic Society, The Drake, Chicago, March 29-30. 
Dr. Frederick C. Redlich, 551 Madison Avenue, New York 22, Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, New York, April 14-18. 
Dr. Russell L. Holman, 1542 Tulane Ave., New Orleans 12, Secretary. 

AMPRICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Hotel Statler, New York, April 14-18. Dr. Car! C. Pfeiffer, 1835 W. 
Polk St., Chicago 12, Secretary. 

AMERICAN SOCIETY OF BroLoGicAL CHEMISTS, New York, April 14-18. Dr. 
Elmer H. Stotz, 260 Crittenden Blvd., Rochester, N. Y., Secretary. 

AMERICAN SURGICAL ASSOCIATION, White Sulphur Springs, W Va., Apr. 
16-18. Dr. Nathan A. Womack, University Hospitals, lowa City, 


AM-RICAN VENEREAL DISEASE ASSOCIATION, Washington, D. C., May 1-2. 
Dr. William L. Fleming, 750 Harrison Ave., Boston 18, Secretary. 

ARIZONA Metpicat Association, Phoenix, April 30-May 3. Dr.*Frank J. 
Milloy, 15 E. Monroe St., Phoenias, Secretary. 

ARKANSAS Mepicat Society, Litthe Rock, April 21-23. Dr. William R. 
Brooksher, 215 Keliey Bldg., Fort Smith, Secretary. 

CALIFORNIA Mip:cat ASSOCIATION, Biltmore Hotel, Los Angeles, April 
27-30. Dr. Aibert C. Daniels, 450 Sutter St., San Francisco 8, Secretary. 

Connecticut Stare Mepicat Society, Hartford, April 29-May 1. Dr. 
Creighton Barker, 160 St. Ronan Street, New Haven, Secretary. 

DALLAS SOUTHERN CLinicaL Society, Dallas, Texas, March 17-20. Dr. Earl 
L. Loftis, 433 Medical Arts Bide., Dallas 1, Secretary 

Fior'pa Mi picat Association, Hollywood, April 27-30. Dr. Samuel M. 
Day, P. O. Box 1018, Jacksonville, Secretary. 

Territoriat Mipicat Assocration, Honolulu, May 1-4. Dr. I. L. 
Tilden, 510 S. Beretania St., Honolulu 13, Secretary 

INDUSTRIAL Mepicat Association, Cincinnati, April 21- 24. Dr. Edward C. 
Holmblad, 28 E. Jackson Blvd., Chicago 4, Managing Director. 

lowa State Mroicat Socrery, Des Moines, April 28-30. Dr. Allan B. 
Phillips, 406 Sixth Avenue, Des Moines 9, Secretary. 

JoHN A. ANDREW CLINICAL SOCIETY, Memorial Hospital, Tuskegee Insti- 
tute, Ala., April 6-12. Dr. Eugere H. Dibbie Jr., Memorial Hospital, 
Tuskegee Institute, Secretary. 

Kansas Mepicat Society, Town House, Kansas City, April 27-May 1. 
Dr. Dale D. Vermillion, 512 New England Bidg., Topeka, Secretary. 
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LOUISIANA STATE MepicaL Society, Shreveport, April 28-30. Dr. C. Grenes 
Cole, 1430 Tulane Ave., New Orleans 12, Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 28-30. Dr. George H. Yeager, 1211 Cathedral St., Balti- 
more 1, Secretary. 

MiD-CONTINENT PSYCHIATRIC ASSOCIATION, President Hotel, Kansas City, 
Mo., April 26-27. Dr. Paul Hines, 2625 W. Paseo, Kansas City, Mo., 
Secretary. 

Missouri STATE MEDICAL Hotel Jefferson, St. Louis, March 
30-April 2. Dr. H. E. Petersen, 634 North Grand Blvd., St. Louis 3, 
Secretary. 

Nortu Paciric SociteTY OF INTERNAL MEDICINE, Portland, Ore., March 22. 
Dr. R. L. King, 1115 Terry Ave., Seattle 1, Secretary. 

PIEDMONT ProcroLoGic Society, Charlotte, N. C., March 29-30. Dr. B. 
Richard Jackson, 224 Hillsboro St., Raleigh, N. C., Secretary. 

Post GRADUATE INSTITUTE OF THE PHILADELPHIA COUNTY MEDICAL Society, 
Bellevue-Stratford Hotel, Philadelphia, April 1-4. Dr. Thomas M. 
Durant, 301 South 21st St., Philadelphia 3, Director. 

Society OF AMERICAN BACTERIOLOGISTS, Hotel Statler, Boston, April 27- 
May 1. Dr. Henry W. Scherp, 260 Crittenden Blvd., Rochester 20, N. Y., 
Secretary. 

SOUTHEASTERN ALLERGY AssociATION, Bon Air Hotel, Augusta, Ga., March 
21-22. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 49, S. C., 
Secretary. 

SOUTHEASTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Boca Raton, 
Fla., April 2-5. Dr. Russell B. Carson, Sweet Bidg., Fort Lauderdale, 
Fla., Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Biltmore Hotel, Atlanta, Ga., March 
10-14. Dr. Benjamin J. Beasley, 701 Hurt Blidg., Atlanta 3, Ga., 
Secretary 

TENNESSEE STATE Mepicat Association, Andrew Johnson Hotel, Knox- 
ville, April 7-9. Mr. V. QO. Foster, 504 Doctors Bldg., Nashville 3, 
Executive Secretary. 

Unitep States-Mexico Borper Pustic HEALTH AssociATION, Monterrey, 
Nuevo Leon, Mexico, March 17-19, Dr. J. C. Ellington, 314 U. S. Court 
House, El Paso, Texas, Secretary. 

WESTERN ASSOCIATION OF INDUSTRIAL PHYSICIANS AND SURGEONS, Biltmore 
Hotel, Los Angeles, April 26. Dr. David D. Holaday, American Can 
Company, Third and 20th Sts., San Francisco 7, Secretary. 


INTERNATIONAL 


AUSTRALASIAN Mepicat ConGress, Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne, Victoria, Australia, Hon. General Secretary. 

COMMONWEALTH AND EMPIRE HEALTH AND TUBERCULOSIS CONFERENCE, 
Central Hall, London, England, July 8-13. Dr. J. H. Harley Williams, 
Tavistock House North, Tavistock Sq., London, W.C.1, England, Sec- 
retary General. 

CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Leyden, Nether- 
lands, July 7-12. Dr. F. Gerritzen, 33. Prinsegracht, The Hague, Nether- 
lands, Secretary. 

EuROPEAN CONGRESS OF CARDIOLOGY. University of London, Bloomsbury, 
W.C.1, England, Sept. 10-12. Dr. K. Shirley Smith, 35 Wimpole St., 
London, W.1, England, Secretary. 

EUROPEAN SOCIETY OF CARDIOVASCULAR SURGERY, Strasbourg, France, Oct. 
3-4, Sir James Learmonth, Department of Surgery, University New 
Buildings, Edinburgh 8, Scotland. 

JNTERAMERICAN CARDIOLOGICAL CONGRESS, Buenos Aires, Argentina, Aug. 
31-Sept. 7. Dr. Blas Moia, Larrea 1132, Buenos Aires, Argentina, 
Secretary-General. 

INTER-AMERICAN CONGRESS OF PUBLIC HEALTH, Havana, Cuba, Sept. 27- 
Oct. 1. Pan- American Sanitary Bureau, 2001 Connecticut Ave., Wash- 
ington, D. 

INTER- AMERICAN CONGRESS OF RADIOLOGY, Mexico City, Mexico, Nov. 2-6. 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Sectetary- 
General. 

INTERNATIONAL COLLEGE OF SURGEONS, Madrid, Spain, May 20-24. Dr. 
Max Thorek, 850 West Irving Park Road, Chicago, Ill, U. S. A,, 
Secretary-General. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Madrid, Spain, 
May 4-11. Prof. Carda-Aparici, Calle Fernando V1.8, Madrid, Spain, 
Secretary. 

INTERNATIONAL CONGRESS OF DERMATOLOGY AND SyYPHILOLOGY, London, 
England, July 21-26. Dr. Gordon B. Mitchell-Heggs, 5, Lisle St., 
London, W.C.2, England, General Secretary. 

INTERNATIONAL CONGRESS ON DAnetes, Leyden, The Netherlands, July 
7-12. Dr. F. Gerritzen, 33, Prinsegracht, The Hague, Netherlands. 

INTERNATIONAL CONGRESS ON Diftases OF THE CHEST, Rio de Janeiro, 
Brazil, Aug. 24-30. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 
11, Illinois, Executive Secretary. 

INTERNATIONAL CONGRESS OF HAEMATOLOGY, Mar del Plata, Argentina, 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires, Argen- 
tina, Secretary. 

INTERNATIONAL CONGRESS OF HEALTH TECHNICIANS, Palais de la Mutualite, 
Paris, France, June 9-14. Secretariat General, 6 Square Desaix, Paris 
XV", France. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Friends House, London, 
N.W.1, Eng. Sept. 15-18. Sir Harold Boldero, 12 Pall Mall East, 
London, S.W.1, England, Secretary. 

INTERNATIONAL CONGRESS ON MeDicaL RECORDs, London, England, Sept. 
7-12. Miss Gwen Perkins, 120 C Street S.E., Washington, D. C., Chair- 


man. 

INTERNATIONAL CONGRESS ON NEUROPATHOLOGY, Rome, Italy, Sept. 8-13. 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. Y., U 
Secretary General. 

INTERNATIONAL CONGRESS OF OTO-NEURO-OPHTHALMOLOGY, Lisbon and 
Estoril, Portugal, April 22-26. Prof. Diogo Furtado, Servico de Neur- 
ologia, Hospital dos Capuchos, Lisbon, Portugal, General Secretary. 


MEDICAL NEWS 949 


INTERNATIONAL CONGRESS OF Puysicat Mepicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Hon. Secretary. 

INTERNATIONAL CONGRESS FOR THERMALISM AND CLIMATOTHALASSOTHERAPY, 
Nice-Cannes, France, April 3-8. 

INTERNATIONAL SOCIETY OF GEOGRAPHIC PATHOLOGY, Liége, Belgium, July 
15-18. Dr. Fred C. Roulet, Habelstr. 24, Basei, Switzerland, Secretary 
General. 

INTERNATIONAL UNION AGAINST TUBERCULOSIS, Rio de Janeiro, Brazil, 
Aug. 24-27. Prof. Etienne Bernard, 66 Blvd. St. Michel, Paris 6e, France, 
Secretary-General. 

NEURORADIOLOGIC SYMPOSIUM, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasarettet, Stock- 
holm K., Sweden, Secretary. 

PAN-AMERICAN CONGRESS OF GASTROENTEROLOGY, Mexico City, D.F., May 
11-17. Dr. R. Flores-Lopez, Calle Dr. Balmis, No. 148, Mexico City, 
D.F., Secretary. 

PAN-EUROPEAN CONGRESS OF GASTROENTEROLOGY, Bologna, Florence and 
Rome, Italy, April 20-26. Prof. Guido Bassi, Policlinic of St. Orsola, 
Bologna, Italy, Secretary. 

Worip Mepicat Association, Athens, Greece, Oct. 12-16. Dr. Louis H. 
Bauer, 2 East 103d St., New York 29, N. Y., Secretary General 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 
NATIONAL BoarD or Mepicat Examiners: Part I/, April 21-22: Parts I 
and Il, June 16-18 or June 23-25; Part I, September. All centers where 


there are five or more candidates. Exec. Sec., Dr. John P,. Hubbard, 225 
S. 15th St., Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Various Locations, July 18. Final 
date for filing application was Jan. 18. Sec., Dr. C. B. Hickcox, 80 Sey- 
mour St., Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Written. Various 
centers. March 1952. Orai. Chicago, May 1952. Final date for filing 
application was Feb. 1, 1952. Candidates for these tests must have com- 
pieted three years of approved training prior to July 1, 1952. Sec., Dr. 
George M. Lewis, 66 E. 66th St., New York 21. 

AMERICAN BOARD OF INTERNAL MEDICINE: Written. Various centers and 
overseas, Oct. 20. Closing date for the acceptance of applications for 
the written examination will be May 1. Oral. Cleveland, April 17-19; 

. Chicago, June 5-7, San Francisco, September or October; New York 
City, November or December. Subspecialty: Gastroenterology. Examina- 
tion, Chicago, June 7. Exec. Sec.-Treas., Dr. William A. Werrell, 1 West 
Main Street, Madison 3. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May 1952. 
Final date for filing applications for the May 1952 examination was 
Jan. 1. Sec., Dr. W. J. German, 789 Howard Ave., New Haven 4, Conn. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Oral. Chicago, June 
9-13, 1952. Final date for filing application was Feb. 1, 1952. Sec., Dr. 
Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical. Philadelphia, May 29- 
June 3; Chicago, Oct. 6-10 and New York City, June 6-10, 1953. Sec., 
Dr. Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part J. San Francisco and 
Washington, D. C., April 25-26. Sec., Dr. Harold A. Sofield, 122 South 
Michigan Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY, Tororto, May 13-17; Chicago, Oct, 
6-10. Sec., Dr. Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN BoOarD OF Pépiatrics: Oral. St. Louis, Mo., Mar. 21-23; Wash- 
ington, D. C., May 2-4; San Francisco, late June; Chicago, October and 
Boston, late November. Exec. Sec., Dr. Jonn McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Parts I 
and Il. Chicago. June 8 and 9. Sec., Dr. Robert L. Bennett, Georgia 
Warm Springs Foundation, Warm Springs, Ga. 

AMERICAN BOARD OF PLASTIC SURGERY: Ora! and Written. St. ae May 
17-19. Sec., Dr. Bradford Cannon, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE AND PUBLIC HEALTH. Written. 
Berkeley, Calif., Minneapolis, New Orleans and Baltimore. April 18, 
Sec., Dr. Ernest L. Stebbins, 615 N. Wolfe St., Baltimore. 

AMERICAN BOARD OF ProctroLoGy. Part I. Kansas City, Minneapolis, Phila- 
delphia and San Francisco. May 3. Examination includes both oral and 
written examinations in the basic sciences. Dates and places tentative. 
Sec., Dr. Louis A. Buie, 102-110 2d Ave., S.W., Rochester, Minn. 

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: Chicago, June 13-14. 
Final date for filing applications was March 15. New York City, Dec. 
15-16. Final date for filing applications is Sept. 15. Sec.-Treas., Dr. 
David A. Boyd, Jr., 102-110 Second Ave. S.W., Rochester, Minn. 

AMERICAN BoarD OF RADIOLOGY: Oral. Spring 1952. Final date for filing 
application was Dec. 31. Sec., Dr. B. R. Kirklin, 102-110 Second Ave., 
S.W., Rochester, Minn. 

AMERICAN BOaRD OF SURGERY: Written. Various Centers. March 1952. 
Final date for filing application was Dec. 1, 1951. The following written 
examination will be given in October 1952. Sec., Dr. J. Stewart Rodman, 
225 S. 15th St., Philadelphia. 
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DEATHS 


Kennedy, Foster ® New York; born in Belfast, Ireland, Feb. 
7, 1884; National University of Ireland, 1906; professor of clin- 
ical medicine (neurology) Cornell University Medical College; 
member and past president of the American Neurological As- 
sociation and the New York Neurological Society; formerly 
recording secretary of the New York Academy of Medicine; 
trustee, formerly chairman of the board of trustees, and past 
president of the Association for Research in Nervous and Men- 
tal Diseases; member of the American Psychiatric Association 
and American Psychopathic Association; fellow of the Royal 
Society of Edinburgh and Royal Society of Medicine, London; 
honorary member of the Neurological Society of Paris, Hungary, 
Cuba, Mexico, and Sweden; chairman of the committee on neu- 
ropsychiatry of the National Research Council, Washington, 
D. C.; served as chairman of the Federal Medical Commission 
on Ellis Island; during World War I served with the French and 
British armies, physician-in-chief of a French military hospital 
and a major in the Royal Army Medical Corps; affiliated with 
Neurological Institute, Bellevue Hospital, New York Hospital, 
Lenox Hill Hospital and Woman’s Hospital; consulting neurolo- 
gist to Monmouth Memorial Hospital in Long Branch, N. J., and 
Nassau Hospital, Mineola; in 1929 one of seven appointed to the 
New York City Noise Abatement Committee; in 1937 the Order 
of Merit of Carlos Finlay was conferred on him; decorated 
Chevalier of the Legion of Honor of France; died in Bellevue 
Hospital Jan. 7, aged 67. 


Brunk, Andrew S. # Detroit; born in 1884; Cleveland Homeo- 
pathic Medical College, 1909; treasurer and past president of 
the Michigan State Medical Society and since 1930 member of 
the council and of its executive committee from 1939 to 1945; 
past president of the Wayne County Medical Society and for 
five years served on the board of trustees; a founder, first presi- 
dent, and member of the board of trustees and of the executive 
committee, Michigan Health Council; served on the board of 
directors of Michigan Medical Service for more than 10 years; 
member of the Blue Shield Board of Directors from 1940 until 
his death; one of the founders and first president of the Con- 
ference of Presidents and Other Officers of State Medical Asso- 
ciations; one of the founders of the Michigan Foundation for 
Medical and Health Education, Inc.; member of the board of 
directors of Michigan Hospital Service (Blue Cross) and served 
on its executive committee from 1939 to 1948; honorary mem- 
ber of the Colorado State Medical Society; director of Martin 
Place Hospital, which he established in 1930; chief surgeon for 
the Southern Pacific Railroad in La Junta, Colo., from 1911 to 
1924; died in San Antonio, Texas, Feb. 3, aged 67. 


Carson, Archibald Irwin, Cincinnati; born in Cincinnati March 
10, 1864; Miami Medical College, Cincinuati, 1889; professor 
emeritus of clinical surgery at University of Cincinnati College 
of Medicine; fellow of the American College of Surgeons; served 
as a member and president of the city board of health; consulting 
surgeon, Cincinnati General Hospital; served as a trustee of 
Christ Hospital; past president of the Cincinnati Society of 


Natural History; in 1885 organized and was captain of the Uni- ° 


versity of Cincinnati's first football team; the home grounds of 
the Cincinnati Bearcats are named Carson Field in his honor; 
formerly librarian of the Cincinnati Academy of Medicine; 
died in Christ Hospital Dec. 20, aged 87, of lobar pneumonia and 
granuloma of the right lung. 


Carmichael, Francis Abbott Sr. ® Kansas City, Mo.; born in 
Rockford, Ill., Oct. 28, 1871; Northwestern University Medical 
School, Chicago, 1904; an Associate Fellow of the American 
Medical Association and member of its House of Delegates in 
1923 and from 1926 to 1929; member of the American Psychi- 
atric Association; past president of the Kansas Medical Society; 
specialist certified by the American Board of Psychiatry and 
Neurology; served during World War I; resigned in 1926 as sup- 
erintendent of the Osawatomie State Hospital in Osawatomie 


@ Indicates Fellow of the American Medical Association. 


after 23 years’ service; later appointed chief clinical adviser of 
the six state hospitals in Missouri; died in St. Mary’s Hospital 
Jan. 21, aged 80, of heart disease. 


Brutsch, George Charles, Minneapolis; University of Minnesota 
Medical School, Minneapolis, 1931; member of the American 
Medical Association; served during World War II; died in 
Deaconess Hospital Nov. 9, aged 51, of coronary thrombosis. 


Burton, Oscar Augustus ® Brattleboro, Vt.; Rush Medical Col- 
lege, Chicago, 1898; town physician and health officer for Brat- 
tleboro; on the staff of the Brattleboro Memorial Hospital; died 
Jan. 1, aged 81, of acute myocardial infarction. 


Bushman, Louis Bernard Jr., Omaha; University of Nebraske 
College of Medicine, Omaha, 1942; served during World War 
Il; died. Dec. 18, aged 34, of coronary disease. 


Dredge, Verly H., Cleveland Heights, Ohio; Western Reserve 
University School of Medicine, Cleveland, 1921; affiliated with 
University Hospitals, Huron Road Hospital, and St. Luke’s Hos- 
pital, Cleveland, where he died Dec. 11, aged 66, of myocardial 
infarction. 


Fauman, David Haymes ® Detroit; University of Toronto Fac- 
ulty of Medicine, Toronto, Canada, 1915; died in Harper Hos- 
pital Dec. 31, aged 60, of cardiovascular disease. 


Fowler, Richard Mark, Atlantic City, N. J.; University of Pitts- 
burgh School of Medicine, 1913; on the staff of the Atlantic City 
Hospital; died Nov. 13, aged 67, of cerebral thrombosis. 


Handford, William Bancroft ® Caldwell, Idaho; University of 
Oregon Medical School, Portland, 1931; formerly secretary- 
treasurer of the Idaho State Medical Association; served during 
World War LI; died Dec. 24, aged 46, as the result of a fall. 


Highsmith, Lewis Langston, Kingsport, Tenn.; University Col- 
lege of Medicine, Richmond, 1912; on the staff of Holston Val- 
ley Community Hospital; died in Tucker Hospital, Richmond, 
Va., Dec. 30, aged 68, of arteriosclerotic heart disease. 


Kaplan, Emanuel Mandel, Chicago; Rush Medical College, 
Chicago, 1921; member of the American Medical Association; 
assistant professor of surgery, Chicago Medical School; on the 
staffs of Mount Sinai, Michael Reese, and University hospitals; 
died Dec. 29, aged 55, of rheumatic and hypertensive heart 
disease. 

Krigbaum, Roy Edmund ® Columbus, Ohio; Ohio State Uni- 
versity College of Medicine, Columbus, 1919; specialist certified 
by the American Board of Obstetrics and Gynecology; fellow 
of the American College of Surgeons; past president of the 
Columbus Obstetrical and Gynecological Society; at one time on ° 
the faculty of his alma mater; for many years chief-of-staff of 
St. Ann’s Maternity Hospital; on the surgery courtesy staffs of 
St. Francis and St. Anthony hospitals; died Dec. 18, aged 58, of 
cerebral hemorrhage. 


Langdon, John Frederick, Omatfa; John A. Creighton Medical 
College, Omaha, 1906; member of the American Medical Asso- 
ciation; associate professor of surgery at his alma mater; fellow 
of the American College of Surgeons; member of the founders 
group of the American Board of Surgery; past president of the 
Douglas County Medical Society; on the staff of St. Catherine’s 
Hospital and Creighton Memorial St. Joseph’s Hospital, where 
he died Dec. 17, aged 69, of coronary occlusion. 


Leigh, Octa Charles Jr.. New York; Harvard Medical School, 
Boston, 1934; member of the American Medical Association, 
American Association for the Advancement of Science, and 
Society of University Surgeons; certified by the American Board 
of Surgery; served during World War II; on the staff of the 
Presbyterian Hospital; on the part time staff of the department 
of surgery, Columbia University College of Physicians and Sur- 
geons; died suddenly, Dec. 26, aged 46, of coronary thrombosis. 
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Lesher, Charles Byron, Camden, N. J.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1908; formerly a 
medical missionary in China; affiliated with Cooper Hospital, 
where he died Nov. 8, aged 73, of coronary occlusion. 


Lovell, John Frederick, Irvington, N. J.; Boston University 
School of Medicine, 1908; member of the American Medical 
Association, American Society of Anesthesiologists, and the 
Radiological Society of North America; served as mayor, town 
commissioner, director of the department of public affairs, and 
member of the board of education; at one time affiliated with 
the U.S. Public Health Service; on the staff of Irvington General 
Hospital; died in Springfield Dec. 29, aged 65, of embolism and 
hypertensive cardiovascular disease. 


McElhinney, Philip Paul Bliss ® Long Beach, Calif.; Jefferson 
Medical College of Philadelphia, 1920; certified by the Ameri- 
can Board of Urology; member of the American Urological As- 
sociation; fellow of the American College of Surgeons; served 
in the Pacific during World War II; on the staffs of Seaside, St. 
Mary’s and Community hospitals; died Dec. 15, aged 58, of 
coronary occlusion. 


Manney, Willis Edwin ® Wadsworth, Kan.; Baylor University 
College of Medicine, Dallas, 1928; member of the American 
Psychiatric Association; served during World War II; affiliated 
with the Veterans Administration since 1931; medical officer of 
the Veterans Administration Center; appointed manager of the 
new Veterans Administration Hospital in Kansas City, Mo., to 
begin Jan. 1; died Dec. 7, aged 46, of carcinoma. 


Marquart, Carl Albert, Crestline, Ohio; Cleveland University 
of Medicine and Surgery, 1895; past president of the Craw- 
ford County Medical Society; formerly served as county coroner 
and health officer of Crestline; for many years member of the 
board of education; affiliated with Crestline Emergency Hos- 
pital; surgeon for the Pennsylvania Railroad; died Dec. 20, aged 
77, of a heart attack. 


Maxon, Oscar Fritzallen, Springfield, Ill.; Rush Medical Col- 
lege, Chicago, 1900; member of the American Medical Associa- 
tion; at one time medical director of the Franklin Life Insur- 
ance Company; died in St. John’s Hospital Dec. 24, aged 78, of 
coronary thrombosis with myocardial infarction. 


Miles, George Albert © Somerville, Mass.; Long Island College 
Hospital, Brooklyn, 1891; an Associate Fellow of the American 
Medical Association; for many years on the staff of Somerville 
Hospital, where he died Dec. 15, aged 87, of pneumonia. 


Minor, Ward Allen Utica, N. Y.; Eclectic Medical College of 
the City of New York, 1890; Baltimore University School of 
Medicine, 1894; also a pharmacist; served during World War 
I; formerly county health officer; member of the staff of Faxton 
Hospital; director of the Citizens National Bank of Oneonta, 
which he helped organize; died December 10, aged 84, of chronic 
myocarditis and diabetes mellitus. 


Moore, Paul Dame, Sacramento, Ky.; Louisville and Hospital 
Medical College, Louisville, Ky., 1908; member of the Ameri- 
can Medical Association; died Dec. 21, aged 70. 


Munro, Alonzo T., Kalispell, Mont.; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1897; formerly a 
member of the state board of medical examiners; served on the 
staff of Kalispell General Hospital; died Dec. 18, aged 76, of 
cardiorenal disease. 


Newman, Harold Hastings ® Salisbury, N. C.; Johns Hopkins 
University School of Medicine, Baltimore, 1913; fellow of the 
American College of Surgeons; on the staff of Rowan Memorial 
Hospital; died Dec. 24, aged 62, of coronary thrombosis. 


Niblick, James Stewart ® East Chicago, Ind.; Chicago College 
of Medicine and Surgery, 1917; fellow of the American College 
of Physicians; member of the Industrial Medical Association; 
health officer of East Chicago; past president of the Lake County 
Medical Society; affiliated with St. Mary’s Mercy Hospital in 
Gary and St. Catherine’s Hospital; head physician for the Inland 
Steel Company and the Youngstown Sheet and Tube Company; 
died in St. Catherine’s Hospital Dec. 27, aged 56, of coronary 
heart disease. 


DEATHS 951 


Norton, Walter Abell, Savannah, Ga.; Atlanta College of 
Physicians and Surgeons, 1903; member of the American Medi- 
cal Association and Southeastern Surgical Congress; fellow of 
the American College of Surgeons; served during World War I; 
lieutenant colonel in the medical reserve corps of the U. S. 
Army; on the staff of Warren A. Candler Hospital; surgeon for 
American Can and Savannah Electric and Power Companies; 
died Dec. 3, aged 70. 


Oliver, Harry Reeves ® San Francisco; Cooper Medical College, 
San Francisco, 1898; formerly associated with the department of 
pathology at his alma mater; served on the faculty of Stanford 
University School of Medicine; an officer during World War J; 
affiliated with Mount Zion Hospital, St. Luke’s Hospital, and St. 
Mary’s Hospital, where he died Dec. 26, aged 79, of carcinoma 
of the prostate. 


Palmer, William Gaston, Cleveland; Harvard Medical School, 
Boston, 1947; resident, University Hospitals; died Nov, 25, 
aged 27. 


Parks, William Alvah © Akron, Ohio; Rush Medical College, 
Chicago, 1909; member of the International College of Sur- 
geons; fellow of the American College of Surgeons; past presi- 
dent of the Summit County Medical Society; affiliated with 
Akron City and St. Thomas hospitals; died Oct. 12, aged 70, of 
pneumonia. 


Reed, Elias Alfred ® Brooklyn; Long Island College Hospital, 
Brooklyn, 1919; member of the American Psychiatric Associa- 
tion; specialist certified by the American Board of Psychiatry 
and Neurology; affiliated with the Jewish Hospital for many 
years; chief psychiatrist and director of the Brooklyn Child 
Guidance Clinic; died Dec. 27, aged 56, of carcinoma of the 
rectum. 


Robinson, Bradbury J., Farmington, Mo.; Marion-Sims College 
of Medicine, St. Louis, 1892; member of the American Medi- 
cal Association; died Dec. 2, aged 84, of pneumonia. 


Robinson, Ethelred Fisher, Denver; Chicago College of Medi- 
cine and Surgery, 1909; member of the American Medical As- 
sociation; died Dec. 10, aged 71. 


Ross, Leo M., Newark, Ohio; Eclectic Medical Institute, Cin- 
cinnati, 1898; died in Newark City Hospital Nov. 15, aged 81, 
of cerebral embolism. 


Rowell, James Frederick, Lawton, Okla.; Hahnemann Medical 
College and Hospital of Philadelphia, 1895; died in Oklahoma 
City Nov. 6, aged 77, of a cerebral vascular accident and 
hypertension. 


Ryder, Delano Richmond # Fall River, Mass.; University of 
Vermont College of Medicine, Burlington, 1904; member of the 
American Academy of Ophthalmology and Otolaryngology and 
the New England Otolaryngological Society; fellow of the Ameri- 
can College of Surgeons; affiliated with Truesdale Hospital; died 
in Barrington, R. I., Dec. 19, aged 78, of heart disease. 


Schaffer, Herman Armin, St. Albans, N. Y.; Magyar Ki- 
ralyi Pazmany Petrus Tudomanyegyetem Orvosi Fakultasa, 
Budapest, Hungary, 1911; member of the American Medical 
Association; for many years on the staff of Lenox Hill Hospi- 
tal, died recently, aged 64. 


Siev, Samuel, Queens Village, N. Y.; Albertus-Universitat Medi- 
zinische Fakultaét, KGnigsberg, Germany, 1923; member of the 
American Medical Association; died Nov. 24, aged 5S. 


Sterling, John Scott, Jerome, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1903; died 
Nov. 29, aged 74. 


Stranberg, Walter Leonard ® Wauwatosa, Wis.; Northwestern 
University Medical School, Chicago, 1911; served during World 
War I; affiliated with Misericordia Hospital and Evangelical 
Deaconess Hospital, Milwaukee, where he died Oct. 9, aged 65, 
of ruptured aortic aneursym. 


Williams, Lois Flint Durkee, Fort Pierce, Fla.; Tennessee Medi- 
cal College, Knoxville, 1908: died Nov. 18, aged 68, of 
nephritis. 
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GOVERNMENT SERVICES 


ARMY 


Cineplastic Case History Unit.—Cineplastic surgery is a method 
of providing a skin-lined tunnel through a muscle adjacent to 
an amputation stump to permit harnessing of the muscle for 
operation of an artificial hand. A new unit has been established 
at Walter Reed Army Medical Center to record studies of 
amputee patients from the time they are found eligible for cine- 
plastic surgery until they leave the hospital. Establishment of 
this unit at the prosthetics research laboratory rounds out a 
program aimed at providing a concerted effort in the field of 
cineplastic surgery. The over-all program at Walter Reed Army 
Medical Center covers research in surgical procedures, develop- 
ment of special muscle-building exercises, the fitting of artificial 
hands and hooks designed particularly for the cineplastic ampu- 
tee, training in the use of artificial devices, and establishment 
of criteria for future improvements in these prostheses. 

The case history unit has a two-fold purpose. It will acquaint 
the amputee with the ultimate functional possibilities of his 
artificial hand and provide a clinical record of such amputees 
for the continuance of research to develop more precise hands 
and hooks particularly adaptable to muscular control. The unit 
testing engineer, Lt. Albert Clark, works under the supervision 
of Dr. Fred Leonard, 8720 Colesville Road, Silver Spring, Md., 
chief of the laboratory's testing branch. Lieutenant Clark is a 
cineplastic amputee himself as a result of enemy wounds re- 
ceived in Korea. 


PUBLIC HEALTH SERVICE 


Warning Against Psittacosis—Dr. Leonard A. Scheele, Surgeon 
General, warned physicians and the public Feb. 27 to be on 
the alert for psittacosis, a virus disease which produces symp- 
toms similar to those of influenza and pneumonia. It may be 
treated with antibiotic drugs. Dr. A. J. Chesley, Minnesota State 
Health Officer, has determined that two human cases of psitta- 
cosis in his state were contracted from a parakeet transported 
from southern Florida. Dr. Scheele cautioned that additional 
cases may be occurring in many parts of the United States, as 
visitors are known to have purchased and transported tropical 
birds from the infected area. He emphasized that, although there 
is no real danger of a widespread epidemic, both physicians and 
the public should be on the alert for the possibility of illness 
traceable to psittacine birds brought in from the affected area. 

Specialists from the Public Health Service’s Communciable 
Disease Center at Atlanta, Ga., are assisting the Florida State 
Board of Health in tracking down sources of psittacosis infec- 
tion at bird farms and stores in the state. 


Changes made in the Interstate Quarantine Regulations, effec- 
tive last November, remove all federal restrictions on shipments 
of psittacine birds from psittacosis-free areas in the United 
States. However, they also prohibit the shipment of birds from 
areas where the Surgeon General has determined that psittaco- 
sis infection is dangerous to the public health. To date there 
have been no cases of parrot fever diagnosed in humans in 
Florida, but Public Health Service and private physicians are 
on the lookout for possible victims. 

Dr. Scheele urged physicians to report promptly all human 
cases, as well as cases of illness among birds, to public health 
authorities so that investigations can be made to determine the 
origin of the infections and to institute appropriate control 
measures. Psittacosis is spread by many types of birds, but in- 
fected parakeets, parrots, and related birds of the psittacine 
family are principally responsible. The psittacine group includes, 
besides parrots and parakeets, Amazons, Mexican double heads, 
African grays, cockatoos, lovebirds, lories, and lorikeets. Be- 
cause of their immediate contact with these birds as household 
pets, owners and handlers are in the most danger from parrot 
fever. 


New Head of Communicable Disease Center.—Dr. Vernon B. 
Link has been designated deputy officer in charge of the Com- 
municable Disease Center, Atlanta, succeeding Dr. Andrews, 
who was deputy officer in charge for six years. Dr. Link, an 
authority on plague and other rodent-borne diseases, was trans- 
ferred to the headquarters of the Communicable Disease Center 
from San Francisco, where for more than a year he was head of 
the center’s plague investigations section. Dr. Link was com- 
missioned in the Public Health Service in 1936. In 1946-47 he 
headed the epidemiology division of the Communicable Disease 
Center and its predecessor organization. 


Public Health Aid for Formosa and the Philippines.—Two 
Public Health Service officers, Emily Myrtle Smith and Gene- 
vieve Soller, are the first nurses assigned to Formosa and the 
Philippine Islands under the Mutual Security Agency program, 
the Federal Security Agency announces. Miss Smith will be 
stationed in Taipeh and Mrs. Soller in Manila. They will be chief 
nurse consultants to the MSA missions in the two capitals. They 
will work with nurses and other health workers to develop 
schools of nursing and to extend public health nursing in the two 
countries, particularly in the rural areas. 

In addition to public health, MSA is providing technical and 
material assistance to improve other essential public services in 
Formosa and the Philippines and to aid in the development of 
their agricultural and industrial production. 


Laboratory Diagnosis of Rabies.—A short course in the labora- 
tory diagnosis of rabies will be given at the Laboratories of the 
Communicable Disease Center in Chamblee, Ga., April 7-11. 
The course will be of a refresher type in laboratory training in 
the various aspects of rabies diagnosis. The instructors will be 
members of the staff of the Communicable Disease Center, guest 
lecturers, and consultants. There will be no tuition or labora- 
tory fees, but travel and living expenses must be paid by the 
technician or his employer. Applications should be addressed 
to Dr. R. F. Reider, Laboratory Training Services, Com- 
municable Disease Center, P. O. Box 185, Chamblee, Ga. 


VETERANS ADMINISTRATION 


Neurosurgical Residency.—A neurosurgical residency will be 
available at Cushing Veterans Administration Hospital, Fram- 
ingham, Mass., on July |. This program has two-year approval 
by the American Board of Neurologic Surgery. Fulfillment of 
board requirements is assured through direct affiliation with the 
Lahey Clinic and the Graduate Hospital of the University of 
Pennsylvania. One year of general surgical training may be ar- 
ranged if necessary. The residency is under the supervision of 
the deans’ committee in the Boston area. Salary begins at $2,400 
per year. 


New Hospital Managers.—Dr. Albert H. Fechner has been ap- 
pointed manager of the 546 bed neuropsychiatric hospital in Salt 
Lake City, which is scheduled for completion in April, 1952, 
and Dr. Benjamin A. Cockrell, has been appointed manager of 
the 300 bed tuberculosis hospital in Memphis to succeed Dr. 
Glen W. Doolen, who is transferring to the central office in 
Washington, D. C. Dr. Fechner is now chief of the hospital 
psychiatry section of the psychiatry and neurology division in 
the central office. He first became associated with the VA in 
June, 1947, as chief of neuropsychiatry in the former VA branch 
office at Denver. Dr. Cockrell is now the chief medical officer 
of the VA Regional Office at Chicago. 


Hospital News.—Dr. Lothar B. Kalinowsky of the New York 
Psychiatric Institute recently addressed the staff at the Veterans 
Administration Hospital, Northport, Long Island, N. Y., on 
the indications and limitations of prefrontal lobotomy. 
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FOREIGN LETTERS 


BRAZIL 


Blood Donors and Brucellosis.—The presence of positive re- 
actors to brucellosis among blood donors was observed formerly 
by Brito Mena in Mexico. In Brazil, among 833 blood donor 
candidates examined by Dr. Genesio Pacheco, the Brucella 
agglutination test showed an incidence approximately equal to 
that found among 385 hospital patients. Of the 1,218 serums 
examined in these two groups, 5.23% gave positive results. 
When dealing with apparently healthy persons, the general index 
obtained was 4 per 100,000, approximately the figure obtained 
in other countries. Considering that apparently healthy patients 
may have Brucella in the circulating blood, the elimination of 
positive Brucella reactors is necessary in the selection of blood 
donors, particularly since these patients are in precarious con- 
ditions of physical resistance and are prone to infection with 
small numbers of bacteria. 


Burns of the Hand.—The treatment of the burned hand re- 
quires great care from the moment of the accident until com- 
plete recovery is obtained. The patient should be under constant 
and careful medical care, in order to preserve all the siructures 
that have not been destroyed by heat and to prevent, minimize, 
and cure the resulting deformities, as pointed out by Dr. Victor 
Spina of Sao Paulo, who manages such cases frequently. 

In burns of the hands Dr. Spina generally removes the foreign 
bodies and makes an occlusive and compressive dressing, wrap- 
ping each finger separately. He does not open the blebs. The 
limb is elevated in order to minimize edema, and the hand is 
kept in functional position. He prescribes intramuscular peni- 
cillin and oral sulfadiazine. The dressing is removed after 8 
to 10 days, and at this moment functional reactivation may be 
started. The patient will be encouraged to make active move- 
ments of all joints with the hand submerged in normal saline 
solution. 

All first degree burns heal spontaneously, generally after two 
or three weeks. Deeper burns require skin transplants in order 
to epithelize. Epithelization must be obtained as soon as pos- 
sible, in order to permit functional reeducation before impor- 
tant alterations occur in the deep structures. The chief objective 
is preservation of function. In these cases Dr. Spina prefers 
the use of small thin grafts, which promote rapid epithelization 
of the burned area and which permit earlier institution of physio- 
therapy. 

When the burn is deep and bones, tendons, and joints are ex- 
posed, it is necessary to use pedicle grafts for two reasons: (1) 
because free grafts have no power of integration on these ele- 
ments; and (2) because the utilization of a pedicle flap represents 
an indispensable condition for a probable later operation on 
joints, tendons, and bones. 

In spite of proper treatment, severe burns of the hand may 
produce deformities. The sequels of burns of the hands present 
great polymorphism, and some offer no possibility of functional 
recuperation. Depending on the localization of the burn, the 
palmar or dorsal surface of the hand may be the site of sequels, 
which may or may not be followed by interdigital synechias. 

The plan of treatment, surgical or associated with physio- 
therapeutic measures, depends on the extent of injury of the 
different elements responsible for the dynamics of the hand. 
Therefore, the exact diagnosis of the lesion is of exceptional 
importance. When the retraction is due only to the cutaneous 
scar, treatment consists in the excision of all the scar and 
immediate placement of an intermediate skin graft; the hand 
must be immobilized in hypercorrection in a plaster cast, in 
hyperflexion in the contractures of the dorsal side, and in hyper- 
extension in contractures of the palmar side. Physiokineto- 
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therapy is of great value as a complement to the surgical 
treatment. When there is also injury to joints, tendons, and 
bones, the cutaneous scar is covered by a pedicle flap, because 
it may be necessary to operate on these parts afterwards. To 
correct deformities of the hand physiotherapy is indispensable. 
According to Dr. Spina, the specialist must know the technique 
and exact moment when the treatment is to be started. When 
physiotherapy is well done it may completely cure the patient, 
but if it is done by unskilled persons it may aggravate the 
condition. 


DENMARK 


Danish Tuberculosis Index.—At the end of 1951, the three-year 
tuberculosis survey of Denmark was successfully completed. It 
included mass radiography of different age groups and yielded 
invaluable information that will form the basis of a large central 
card index system known as the Danish Tuberculosis Index. 
This system, the outcome of cooperation of the Danish Ministry 
of Health and the tuberculosis centers in Denmark with the 
World Health Organization, will centralize the findings of the 
recent survey. The survey revealed that about one new case of 
open tuberculosis was found in every 2,000 persons examined. 
This comparatively low rate reflects the efficiency with which 
tuberculosis work has been carried out in Denmark in the past. 
It must, however, be admitted that the search for cases of tuber- 
culesis has not been uniformly successful in the older age group, 
in which patients with open tuberculosis are likely to shun mass 
radiography. This may be one of the reasons why some 3,000 
new cases of tuberculosis are still being discovered every year 
in Denmark, with its population of only 4,000,000, 

A main object of the Danish tuberculosis survey was to pro- 
mote BCG vaccination of the tuberculin-negative section of the 
population. Almost all tuberculin-negative persons gladly ac- 
cepted this vaccination, but hitherto, the recording of BCG 
vaccinations has not been sufficiently systematic. For several 
years, the State Serum Institute in Copenhagen has urged physi- 
cians to senf in reports on the number of vaccinations and the 
tuberculin reactions before and after vaccination, but the re- 
spense has not been completely satisfactory. The Danish Ministry 
of Health recently circularized the medical profession on this 
matter. Physicians were requested to report all vaccinations that 
they had done, both primary vaccinations and revaccinations, to 
the State Serum Institute. It is hoped that the data thus provided 
will, in a few years, yield useful information. Tuberculin allergy 
may not always be a true index of immunity to tuberculosis. To 
gauge the effects of the BCG vaccination, it is necessary to 
secure reliable statistics regarding tuberculosis morbidity and 
mortality in the community, in relation to the number of per- 
sons who have been vaccinated with BCG, 


Too Many Blood Transfusions?—At the Surgical Department of 
the Rigshospital, in Copenhagen, Dr. Ove Noring and Dr. Knud- 
Erik Sjolin have endeavored to determine whether there is 
complete justification for the system, adopted in certain hospitals, 
of making blood transfusion for major operations a matter of 
almost wholesale routine. They have made increasing use of 
this measure in their hospital in recent years. but they have by 
no means adepied it as a routine measure independent of the 
needs of each patient. They wondered if this discrimination had 
unfortunate consequence in the cases ending fatally. The material 
on which they base their investigations consists of the 345 
patients, who, during the period 1946 to 1949, suffered from 
chronic gastric ulcer for which they were operated on under 
lumbar anesthesia, supplemented, in some cases, by inhalation 
anesthesia. Blood transfusion was given before the operation to 
three patients, because of severe anemia. It was given to 43 
patients (12.5%) after the operation; the indication for this 
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measure was shock or incipient shock in 21 of the patients. 
There were 17 deaths among the 345 patients, and, in 5 patients 
with fatal cases, no blood transfusion was given. The death of 
one patient was caused by pulmonary embolism, the death of 
another by pulmonary edema caused by disease of the myo- 
cardium, and in three patients, infections of the lungs had fatal 
results. A scrutiny of these five fatalities led to the conclusion 
that death could probably not have been prevented by blood 
transfusion. The authors of this study, which is published in 
Nordisk Medicine Dec. 12, 1951, quoted the following statement 
found in a recent editorial in the British Medical Journal: “Now 
that it is so easy to obtain blood and plasma, they tend to be 
transfused too readily. No transfusion should be given until the 
medical man in charge of a case is convinced that it is really 
necessary, and even then the risks must be borne in mind.” 


Operative Treatment of Congenital Pyloric Stenosis.—In 1948, 
Winkel Smith published a study covering five hospitals in 
Copenhagen over a 10 year period and dealing with 531 patients 
with congenital stenosis of the pylorus who were given medical 
treatment. There were 17 deaths in this series, whereas there 
were no deaths among the 15 patients given operative treatment. 
This comparatively high mortality rate among medically treated 
patients depended, to a considerable extent, on the prolonged 
stay in hospital and the consequent risk of hospital infection. 
The average stay in the hospital of the 531 medically treated 
patients was 74 days. 

Since 1947, almost every patient with stenosis of the pylorus 
admitted to the Children’s Department of the Rigshospital (to 
which Dr. Winkel Smith is attached as a consultant surgeon) 
has been given operative treatment. Between 1947 and 1950, a 
total of 94 such patients were operated on. The results were 
analyzed by Dr. Jérgen Vesterdal, who has added eight similar 
cases from another hospital to his report, bringing the total to 
102 patients (90 boys and 12 girls). In 41 of these patients at- 
tempts were made to effect a cure by medical treatment at home 
or in a hospital. The Fredet-Ramstedt operation, recently de- 
scribed by Ladd and Cross, was performed. There were no 
deaths in the hospital, and the patients were discharged after 
about 15 days. A follow-up study from four months to four 
years after the operation showed that there had been only two 
deaths; neither was caused by the operation. All 84 patients had 
been well after discharge; and 11 babies had thrived, in spite of 
slight vomiting. In the remaining five patients, there were dis- 
turbances such as dyspepsia. 

In discussing the comparative merits of medicalgand operative 
treatment, Dr. Vesterdal points out that the prospects of success- 
ful operative treatment can be enhanced by prompt operative 
intervention before valuable time has been lost and the patient 
has been debilitated by prolonged ineffective medical treatment. 
Accurate figures are not forthcoming with regard to the fre- 
quency of the occurrence of congenital stenosis of the pylorus, 
in Denmark. But in Sweden, Wallgren has calculated that there 
is one such case for every 150 boys and for every 775 girls. 


Physicians’ Waiting Rooms Under Fire.—Severe criticism of 
physicians’ waiting rooms has lately been voiced in the Nor- 
wegian lay press and the Danish medical press. A layman 
writing in a lay Norwegian daily expressed peevish discontent 
with typical physicians’ waiting rooms in which patients are 
confronted by uncomfortable wooden chairs, lugubrious fellow 
patients, and, worst of all, wretched reading matter. Why, this 
complainant wails, should barbers equip their shops with the 
latest editions of the daily press and illustrated journals of high 
artistic standard and appeal while doctors think any rubbish good 
enough for their patients, who, they suspect, purloin any reading 
matter that is attractive. 

In the Danish medical press, the attack on physicians’ waiting 
rooms is written from the bacteriological rather than the socio- 
logic angle. The suggestion that the bacterial flora of the litera- 
ture of these waiting rooms grows with the staleness of the 
printed pages has been challenged. An attempt was made to 
determine whether a human being has ever been infected by 
printed matter in a physician’s waiting room. This question re- 
called an important work that was published in 1938 by Dr. 
Walbum, whose investigations were undertaken at the request 
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of the Danish State Library Service. He studied the behavior of 
staphylococci in books of various ages and subjected to various 
temperatures. He found that by gradual heating up to a tempera- 
ture of about 60 C for 24 hours, books could be disinfected 
both outside and inside, without being damaged. He also drew 
attention to the disinfectant action of printers’ ink. This dis- 
cussion has led one contributor to suggest that the hygiene of 
physicians’ waiting rooms would prove an attractive subject for 
a doctoral thesis. 


GERMANY 


Annual Meeting of the German Medical Association.—The 
Deutscher Aerztetag, the association of physicians’ groups in 
the Federal Republic of Western Germany, held its annual 
meeting on Oct. 4, 1951, at Munich. Comprising the Aerztetag 
are the Aerztekammern, which are semiofficial medical organi- 
zations on the state level, in which membership in most cases 
is compulsory; the Kassenaerztliche Vereinigung, made up of 
physicians on the panels of compulsory health insurance; the 
Marburger Bund, an association of hospital resident physicians; 
the Verband der Chefaerzte, the organization of medical di- 
rectors of hospitals; the Verband der Aerzte des oeffentlichen 
Gesundheitsdienstes, the association of public health officers; 
and the Verband der Aerzte Deutschlands, which protects the 
economic interests of physicians. 

The main topic of the meeting was preventive medicine. 
Three papers dealing with public health problems were read at 
the opening meeting. Prof. Karl Coerper, secretary of the 
Arbeitsgemeinschaft fuer Gesundheitswesen (Working Associ- 
ation for Public Health) spoke on the development of a system 
of health protection and preventive medical service. Dr. Coerper 
proposed the establishment of a system of family examinations, 
based on regular yearly physical examinations and combined 
with investigation into each family’s social background. A special 
publicly financed service would be established, consisting of 
physicians specially trained in preventive medicine who would 
constitute a link between the practicing physicians and the health 
departments. Of greatest importance, however, was the stress 
that was laid on the prevention of illness through early diagnosis 
of heart disease, cancer, rheumatic illnesses, and communicable 
diseases. Indirectly, the idea of positive health was the main 
theme of this paper. 

Dr. Ernst Fromm, chief of clinical laboratories of the city 
hospital at Harburg, emphasized the deplorable situation exist- 
ing in the German hospital system. Due to inadequate physical 
facilities and the economic plight of the medical and nursing 
staffs, German hospitals cannot meet modern requirements of 
medical care. The hospital administration is in the hands of lay 
persons who have no special training and whose main interest is 
the balancing of the hospital budget, regardless of medical needs. 
The medical director is pushed into the background and cannot 
exert any appreciable influence on the administration. 

Dr. Walter Landauer, of the Kassenaerztliche Vereinigungen 
(organizations of insurance panel physicians) spoke on preven- 
tion and treatment of illness. He emphasized the importance of 
promoting preventive medicine in order to ease the tremendous 
load that, at the present time, is carried by the practicing 
physicians, the hospitals, and the health insurance system. Dr. 
Landauer pointed out the inter-relationship between preventive 
medicine and curative medicine. He declared that the savings 
effected by preventive medical measures in the use of medical 
facilities, in the saving of productive life, and in the prevention 
of early disability would far outweigh the expenses incurred in 
a generous public health program. 

During the discussion much criticism was voiced against 
certain aspects of the preventive medical program as developed 
by the speakers; however, the idea was generally accepted that 
preventive medicine should play a role in the physicians’ work 
equal to that of curative medicine. The existing system of social 
insurance was severely criticized by some speakers and blamed 
for many of the difficulties that now stand in the way of adequate 
medical care. 
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ITALY 


National Convention of Surgery.—The 53rd National Conven- 
tion of the Italian Society of Surgeons was held in Rome and at- 
tended by many specialists and surgeons from the University 
clinics of Italy. Prof. Raffaele Paolucci, Director, Surgical 
Clinic, University of Rome, delivered the inaugural address, in 
which he emphasized the recent achievements of surgery. For 
the first time in Italy, surgical operations were televised between 
sessions, 

Resuscitation in Surgery.—Prof. A. M. Dogliotti and Professor 
Costantini, from the Clinic of Turin, presented a paper, which 
disclosed that the possibilities of acute and severe incidents that 
may occur during or after surgery and that may endanger the 
patient’s life have increased simultaneously with increasing in- 
dications for operations. Means for preventing and for com- 
bating the occurrence of these complications are being improved, 
and today it is possible to resuscitate patients that some years 
ago would have been considered lost. Of the incidents endanger- 
ing the patient’s life, acute anemia secondary to hemorrhage and 
associated with phenomena of collapse is of great interest. The 
usual methods of treating collapse due to hemorrhage are trans- 
fusions of blood, plasma, or its substitutes. The speakers par- 
ticularly studied intra-arterial transfusions. This may save 
patients in whom intravenous transfusion may be inefficient and 
sometimes even harmful, because it may cause an excessive load 
on the venous system and on the right side of the heart. But in 
some patients, because of the initial vascular collapse or because 
of the time that has elapsed since the hemorrhage, even trans- 
fusion into the arteries may fail. According to the speakers, 
some of these patients may still survive if transfusion into the 
carotid artery in a cranial direction is attempted. 

The speakers tested this technique in animals, the experiments 
being based on the assumption that in collapse due to hemor- 
rhage the most urgent thing is to restore the blood flow in the 
higher centers. The method proved very efficient, inducing re- 
suscitation even a few minutes after the blood flow had com- 
pletely stopped. After numerous experiments indicated its use- 
fulness and harmlessness, it was tried successfully in man. The 
method gave results comparable to, or even greater than, those 
obtained with direct massage of the heart although simpler and 
less dangerous maneuvers are used. 

Varices of Lower Extremities.—Professor Torraca, Director, 
Surgical Clinic, University of Naples, presented a paper on 
indications for, and results of, surgical treatment of varices of 
the legs. Prof. Rodin6, from the University of Naples, reported 
on anatomic data concerning the venous systems of the leg and 
discussed briefly the physiclogy of the venous circulation of this 
part of the body. In the diagnostic study of varices of the leg a 
limitation to a generic diagnosis is today impossible because 
other points of fundamental importance must be defined, i. e., 
(1) whether it is a secondary varix, mainly with intra-abdominal 
compression; (2) whether valvular insufficiency of the saphenous 
veins is present; (3) whether insufficiency of the communicating 
veins is present; and (4) whether the deep circulation is pervious. 
Intraosteal phlebography is useful for exploration of the deep 
circulation especially in cases of “postphlebitic leg.” With regard 
to treatment, the speaker mentioned the inconveniences that may 
arise from sclerosing therapy, one of which is the possibility of 
recurrence and danger of embolism. To avoid these incon- 
veniences sclerosing therapy has been combined with pre- 
ventive ligation of the saphenous vein and this method is today 
accepted by all modern surgeons. At the clinic of Naples, 
preference is given to high ligation of the saphenous vein and 
ligation of all the collateral vessels combined with saphenectomy 
in the thigh. Recurrence and partial success of the surgical treat- 
ment are attributable to insufficient technique and mainly to the 
fact that anatomic anomalies were not detected. 

Obstructions of the Hepatic and Common Bile Ducts.— 
Hepatic and common bile duct obstruction was discussed in 
cooperation with the Society of Internal Medicine, Which was 
also holding its national convention. Professor Ceccarelli, di- 
rector of the clinic of Padua, who reported on the surgical 
aspects of the subject, pointed out the three types of operations 
that may be performed in cases of obstructions of the hepatic 
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and common bile ducts, i. e., (1) removal of the obstruction that 
interferes with the flow, like calculi, parasites, and intrinsic 
tumors, (2) restoration of the continuity of the biliary tree as 
in instances of restrictions and stenosis, (3) formation of a new 
way of discharge into or, in exceptional cases, outside of the 
digestive tract. Considering the therapeutic methods indicated 
for each obstructive cause, the speaker emphasized the impor- 
tance of roentgen manometric studies during operation in in- 
stances of functional obstructions. Of great interest are cicatricial 
contractions of the biliary tract that may be spontaneous or, 
mainly, postoperative. In these instances restoration of the biliary 
outflow into the digestive tract may be obtained either with 
plastics or anastomoses aiming to reconstruct the main biliary 
passage or with operative formation of an anastomosis between 
the bile duct and the digestive tract. Systematic practice of 
cholangiography during operation evidenced the high incidence 
of lithiasis of the gallbladder and the common bile duct. Tumors 
of the hepatic duct constitute a very small percentage of the 
diseases of the biliary passages. Obstructions extrinsic to the 
hepatic duct may be benign or malignant. The latter forms are 
due to carcinoma of the head of the pancreas. 


LONDON 


Amending the Health Service Act.—The British Medical Asso- 
ciation council has issued its first interim report on the reform 
of the National Health Service Act. The council sat for eight 
hours on Sept. 26, 1951, and discussed the recommendations of 
its amending acts committee. 

The report contained 26 recommendations and two long ap- 
pendixes. Most of the recommendations were accepted as they 
stood, some were amended, and one or two withdrawn or re- 
ferred back to the committee. By this work, the British Medical 
Association is building an outline for use in future legislation 
that they think will make a reformed national health service of 
greater benefit to the population and more satisfactory to the 
profession. One section of the report deals with powers of the 
Minister of Health. Article 26 states that one of the most strik- 
ing and dangerous features of the National Health Service Act 
is the wide power given to the minister to make regulations and 
to prescribe by order. Of the 79 clauses and 10 schedules in the 
act for England and Wales, no fewer than 44 confer on the 
minister power to make regulations or orders. In general, all 
regulations are subject to parliamentary control, but, unless there 
is provision to the contrary, orders are not subject to such con- 
trol. It is recommended that, with reference to section 5 of the 
National Health Act of 1946, maximum charges should be laid 
down only in consultation and agreement with representatives 
of the profession, that the power of the minister to acquire 
privately owned equipment, compulsorily, and to pay for it a 
rate to be decided by the treasury should be repealed, and that 
the National Health Service Act, 1949, should be amended so as 
to limit the minister’s power and to require him either to accept 
such schemes as are submitted by a local authority or to refer 
them back for reconsideration. They also recommend that the 
power of the ministry to prescribe the terms of service of family 
physicians by regulation and to make provision for the issue of 
an unlimited number of certificates without payment should be 
repealed and replaced by the procedure recommended by the 
council. For instance, the minister's power to change the regu- 
lations in respect of remuneration or conditions of service of 
any sections of the profession should be restricted to those con- 
ditions that are either agreed on by the medical profession or 
determined by arbitration. 

In dealing with the question of private beds in hospitals, the 
committee recommends that adequate pay-bed accommodations 
should be set aside in all hospitals where a need can be shown 
to exist. The charges for a private bed should be reduced to a 
reasonable level, and the right of a patient to receive free hos- 
pital accommodations, under the act, should be recognized by 
allowing him, in effect, a grant-in-aid toward accommodation 
in a private bed. The committee further recommends that, as 
far as possible, charges for private beds should be standardized 
in each group of hospitals. 
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The report makes many recommendations designed, in the 
light of experience, to modify the National Health Act, to elim- 
inate red tape, to give better service to patients, and to free the 
physicians, as much as possible, from frustration and from the 
innumerable clerical duties that seem part of the work of every 
government servant. 

A general meeting of the St. Marylebone division of the Brit- 
ish Medical Association, which numbers nearly 1,000 consultants 
amongst its members, was held under the chairmanship of Dr. 
Lawrence Abel, a surgeon, on Nov. 19. 

It was decided to support the recommendation of the council 
of the British Medical Association that there should be estab- 
lished a special national health service court of arbitration for 
settling disputes between the profession and the government. 
It was also decided to support various recommendations aimed 
at limiting the minister's power. The meeting favored a larger 
representation of duly elected medical members to serve on 
regional hospital boards. The members also decided to press for 
the right of all patients, whether public or private, to obtain their 
drugs and appliances at public expense. 

At the same meeting, a discussion took place on the subject 
of the establishment of a college of general practice. In opening 
the discussion, Dr. John H. Hunt, of London, who is a private 
medical practitioner, pointed out that the specialist branches of 
the profession have their own colleges but that there is no head- 
quarters for general practitioners. He felt an active and influ- 
ential college would greatly help the family physicians in aca- 
demic and educational affairs and provide the leadership that is 
now so sadly lacking. Such a college would be nonpolitical, and 
he acknowledged the help he had received from the Academy 
of General Practice of the U. S. Coordinating committees would 
be set up to implement new ideas for the furtherance of family 
physicians’ interests. Lectures and discussions would be arranged 
to foster postgraduate more than undergraduate teaching. Ex- 
change visits to overseas would be arranged and any “brain- 
waves” by family physicians would be published. Such a college, 
he maintained, would foster the ethical traditions of medical 
practice and form a center at which members and ideals could 
rally. Facilities would be arranged so that family physicians 
could undertake research, and he felt that such a college would 
improve the status and prestige of practitioners and improve the 
quality of their practice. The time might come when a higher 
examination or even a diploma in “general practice” would 
become available. In general terms, the members of the meeting 
expressed sympathy with the idea and promised all possible prac- 
tical help. 


National Anti-Influenzal Measures.—Large scale national plans 
to combat an epidemic of influenza have been announced in 
the Monthly Bulletin of the Ministry of Health. Medical officers 
of health are requested to make arrangements with selected 
general practitioners in their areas, who will act as “spotters” 
and furnish regular reports on the incidence of influenza in their 
practices, especially when there is a sudden increase in attend- 
ance at their offices or in requests for domiciliary visits. Arrange- 
ments are also to be made for medical officers at industrial 
concerns, residential communities, such as boarding schools, and 
units of the armed services to notify medical officers of health 
when there is a significant increase in absenteeism due to upper 
respiratory disease in the industry or community. Medical 
officers at seaports and airports are requested to report promptly 
the occurrence of influenza-like illnesses among incoming pas- 
sengers or crews. Arrangements have also been made for the 
Ministry of National Insurance to notify medical officers of 
health immediately when the number of sickness benefit claims 
shows a sharp rise. The registrar-general has allowed registrars 
to supply medical officers of health with daily reports on total 
deaths and deaths from pneumonia, bronchitis, and influenza dur- 
ing an epidemic. On the basis of this information, medical officers 
of health will notify hospitals in their areas of an impending at- 
tack, so that arrangements can be made for freeing beds for the 
admission of selected cases. In addition to the beneficial effect 
this will have in allowing severe cases to be admitted to a hospital 
immediately, it will provide an opportunity for an investigation 
of the effect of new remedies in these cases. Plans are to be 


made forthwith by medical officers of health and directors of 
public health laboratories to isolate samples of virus at the 
beginning of an epidemic. This will not only allow the isolation 
of representative strains but will also help to differentiate in- 
fluenza from other forms of upper respiratory infection. Finally, 
“the Ministry of Health has decided to support the production 
of influenza virus egg vaccine and the Medical Research Council 
will soon announce the appointment of a committee to study 
the technique of vaccine production and administration and to 
promote extensive field trials.” The Times has remarked, “never 
before has an attack on influenza by vaccines received so much 
official encouragement.” 


MEXICO 


Fourth Pan American Congress of Ophthalmology.—In 1939, 
the Pan American Association of Ophthalmology decided to 
hold a Pan American Congress every four years. The Fourth 
Congress, which took place from Jan. 6 to 12, 1952, at Mexico 
City, was attended by more than 800 ophthalmologists from 18 
North, Central, and South American countries and from France, 
Spain, England, and Germany. Among the official delegates 
were Dr. Conrad Berens, U. S. A., president of the Pan-Ameri- 
can Association of Ophthalmology; Dr. Edmond Velter, France: 
Dr. Hermenegildo Arruga, Spain; Dr. Rudolph Thiel, Germany: 
Dr. René Contardo, Chile; Dr. Alberto Urrets and Dr. Gunter 
von Grolman, Argentina; Sir Stewart Duke-Elder, England; Dr. 
Bernard Samuels, Dr. Peter Kronfeld, Dr. Algernon B. Reese, 
and Dr. Ludwig von Sallman, U. S. A.; and Dr. Antonio Torres 
Estrada, Dr. Magin Puig Solanes, and Dr. Luis Sanchez Bulnes, 
Mexico. 

The scientific activities of the congress included official ad- 
dresses, the reading of more than 150 papers, and symposia, the 
most important of which were recent advances in American 
tropical ophthalmology, virus and ophthalmology, ophthalmol- 
ogy in aviation, the role of cysticercosis in ocular pathology, 
recent advances regarding primitive glaucoma, pediatric oph- 
thalmology, the role of heredity in ophthalmology, and recent 
advances in ophthalmologic therapeutics. All important com- 
munications were translated from Spanish into English or 
vice versa. 


SPAIN 


Tribute to Jaime Ferran y Clua.—A few years ago, the Society 
of Physicians of Barcelona invited the Spanish medical profes- 
sion to request from the government the organization of a na- 
tional tribute to the memory of Dr. Jaime Ferran y Clua, the 
developer of cholera vaccine, in 1952, the centennial of his birth. 
On May 15, 1949, the ministry of state ordered a national 
festival in memory of Dr. Ferran, to be sponsored by the .gov- 
ernment. The ministry of state nominated the Consejo General 
de Colegios Médicos (Spanish Medical Association) to represent 
the medical profession of Spain in opening an account in the 
Banco de Espana and in managing this sum of money, which 
he called “Account for Homage to Dr. Ferran.” It will include 
all donations given for this purpose by official organizations and 
individual persons. Hospitals and professional, cultural, and 
other scientific centers will contribute. The ministry of state 
gave 25,000 pesetas as the first donation to the fund. 

The Ministry of National Education recently organized the 
Instituto Bacteriol6gico Jaime Ferran, as a dependency of the 
National Council of Scientific Research. Dr. Socias Amoros has 
been appointed technical director of the institute. The ministry 
of state will print a Ferran mail stamp. Busts of Ferran will be 
unveiled by the municipal authorities of Barcelona, Tarragona, 
and Madrid. The fountain in the street de la Princesa, near the 
headquarters of the General Department of Public Health, will 
be dedicated to the memory of Ferran. Literary sessions will be 
held, and a Ferran annual award for bacteriologists either in 
Spain or in foreign countries will be established. 
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Admissibility in Evidence of Chemical Tests for Intoxication.— 
The defendant was charged with driving a motor vehicle while 
under the influence of intoxicating liquor and was found guilty 
by a court hearing the case without a jury. From this finding of 
guilty, and the judgment which was entered thereon, the de- 
fendant appealed to the appellate court of Illinois. 

At about 5 o’clock one afternoon the defendant was involved 
in an automobile collision in the city of Chicago, and at 6:45 
p. m. the same day was taken to the Ch'cago Police Scientific 
Crime Detection laboratory where he voluntarily submitted to 
a test on the Harger Drunkometer, a device used to test the al- 
ccholic content of a subject’s breath. Daniel T. Dragel, evidence 
evaluator at the Crime Detection Laboratory, who operated the 
Drunkometer, testified that the test applied to the defendant 
disclosed that he had a concentration of alcohol in the blood of 
0.30, and that in his opinion the defendant was under the in- 
fluence of alcohol at the time of his arrest. The police officers 
who arrested the defendant gave similar opinions. The defendant, 
on the other hand, testified that before the collision he drank 
two glasses of beer and that he had not consumed any other 
alcoholic beverages during that day. He contended that the trial 
court erred in permitting the introduction in evidence of testi- 
mony concerning the Drunkometer test and the result shown 
thereby, on the grounds that the Drunkometer had not received 
general scientific recognition as an accurate index of the amount 
of alcohol in the blood. 

The underlying theory and operation of the Drunkometer 
was explained in great detail by the State’s witnesses, Dr. R. N. 
Harger, the inventor, Dr. Clarence Muehlberger, and Dragel, 
a graduate chemist and employee of the City Police Department 
for fifteen years. In making the test it appears that the subject 
inflates a small balloon. The exhaled breath of the subject 
trapped in the balloon is then allowed to pass through a reaction 
chamber which contains measured amounts of potassium per- 
manganate and sulphuric acid. When a certain amount of alcohol 
passes through the solution it causes a change in the color of 
the chemicals. The concentration of alcohol in the breath can 
be computed from the amount of breath required to cause the 
chemical reaction, and from this the alcoholic content of the 
subject’s blood. There is 2,000 times as much alcohol in a given 
amount of blood as there is in a like amount of the breath of 
the same subject. Mr. Dragel testified, among other things, that 
the Drunkometer test applied to the defendant indicated the ac- 
cumulation in his body of alcohol equivalent to that of about 
10 oz. of 100-proof whiskey or ten full bottles of beer. Dr. 
Harger, Professor of Bicchemistry and Toxicology at the Indiana 
University School of Medicine, testified that for several years 
he had been consultant on poisons for the Indiana State Board 
of Health; that for the past 25 years he has conducted research 
on toxicology and alcohol; that in approximately one thousand 
tests he has taken blood and breath of the subject at the same 
time; that he has conducted thousands of breath tests and he 
found that by means of the breath method he can accurately 
predict the percentage of alcohol in the blood and that all per- 
sons would be under the influence of alcohol when the alcoholic 
blood content is above 0.15%. Dr. Muehlberger, a toxicologist, 
employed by the Michigan Department of Health Laboratory 
for the past eight years, testified that from 1930 to 1941 he was 
a coroner's toxicologist in Cook County; that during this period 
he was a professor of Toxicology in Northwestern University, 
University of Illinois College of Medicine, and University of 
Chicago Medical School; that since 1923 he has made in- 
numerable tests of breath, blood, urine, saliva, and organs, to 
determine their alcoholic content; that alcohol is absorbed from 
the gastrointestinal tract into the bloodstream which distributes 
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it to all parts of the body; that alcohol thus distributed has a 
numbing effect on the nerves of the body and that there is a 
progressive deterioration of nerve function which causes varying 
degrees of intoxication; that alcohol which enters the lung is 
excreted in the breath; that the concentration of alcohol in the 
breathed air is about one two-thousandth of the concentration 
of alcohol in the blood; that all persons having alcohol blood 
content above 0.15% are under the influence of alcohol; and that 
the amount of alcohol in the blood of a subject may. be reliably 
and accurately determined by the amount of alcohol in the 
breath, by means of the Harger Drunkometer. 

The defendant relied on a Michigan case, People v. Morse, 
325 Michigan, 270 (38 N. W. (2d) 322, Mich. 1949) (J. A. M. A. 
141:740 [Nov. 5] 1949), an appeal from a conviction of neg- 
ligent homicide, in which the admission into evidence of testi- 
mony concerning the Harger Drunkometer and the results of 
the test was held to be reversible error. In that case there was 
testimony for the State by two policemen, both trained in chemis- 
try, one of whom studied the Drunkometer for one month under 
the direction of Dr. Harger and then instructed the other, and 
by a doctor who had worked as a student assistant to Dr. Harger. 
Five doctors called by the defense testified in substance that most 
of the medical profession did not consider the device reliable. 
In a more recent case (McKay v. State, 235 S. W. (2d) 173, 
(Texas, 1951) (J A.M.A. 146:867 [June 30] 1951), said the court, 
the defendant was charged with the same oftense and raised the 
same objections as in the case at bar. There the court held that 
evidence of the result of the Harger Drunkometer test was 
admissible. The question here presented, the court continued, 
has never been ruled on by the courts of review in Illinois. 

Medical science recognizes 60 pathological conditions which 
produce symptoms similar to those produced by alcohol yet the 
law permits nonexpert, lay witnesses to testify to objective 
symptoms commonly associated with alcoholic intoxication on 
the theory that sobriety or intoxication are matters of common 
knowledge. The defendant argued that there is a lack of unanimity 
in the medical profession as to whether intoxication can be de- 
termined by breath. Even so, we think this objection goes to the 
weight of the testimony and does not destroy its admissibility. 
The evidence in this case shows that the experts called by the 
state are eminently qualified in the field in question. We think, 
the court concluded, that the evidence is sufficient to warrant a 
finding by the trial court that the defendant was under the in- 
fluence of intoxicating liquor, so that his driving ability was 
impaired within the meaning of the statute, without evidence of 
the drunkometer test. Since we hold that evidence of the breath 
test is admissible, the state is not compelled to rely solely on 
the opinions of nonexpert witnesses to prove the offense charged. 
Accordingly, the judgment of conviction was sustained.—People 
v. Bobczyk, 99 N. E. (2d) 567 (Illinois 1951). 
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Wonderland of Vision: 16 mm., color, sound, showing time 21 minutes. 
Produced in 1950 by Proser-Barnes Productions, New York for and pro- 
curable on loan or purchase from the Better Vision Institute, Inc., 630 
Fifth Avenue, New York 20. 

This motion picture begins by briefly explaining the different 
parts of the eye, how they work together, and how lenses focus 
light rays. The greater part of the film shows and explains the 
steps in the manufacture of optical glass, the fabrication of 
frames, and the finishing of lenses. It concludes with a fashion 
sequence showing models wearing glasses. The film is not in- 
tended to nor does it deal with diseases of the eye. It is con- 
cerned only with refraction as measured by optical methods. The 
entire film is interesting and informative and is enhanced by good 
narration, photography, color, and choice of material. It would 
be of interest to most lay audiences and might be of value to the 
physician lecturing to the laity on this general subject. 
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A.M.A. Am. Journal Diseases Child., Chicago 
82:519-654 (Nov.) 1951 


Nonendocrine Deviations from Normal Pattern of Osseous Development. 
R. Wagner.—p. 519. 


Physical Changes Associated with Adolescence in Boys. E. L. Reynolds 
and J. V. Wines.—p. 52 

*Use of Desoxycorticosterone Acetate in Dehydration and Malnutrition in 
Infancy. J. A. Bigler and H. S. Traisman.—p. 548. 

Blood Level of Thiamine in Normal Children. H. A. Waisman, Tong Soo 
Cho, J. B. Richmond and S. J. Williams.—p. 555. 

Arteriosclerosis in Infancy. B. L. Lipman, I. M. Rosenthal and H. 
Lowenburg Jr.—p. 561. 

Salmonella Meningitis: Recovery from Meningitis Due to Salmonella Sp. 
(Type Montevideo), with Consideration of Problem of Salmonella 
Meningitis. M. L. Beene, A. E. Hansen and M. Fulton.—p. 567. 

Neurofibromatosis in a Newborn Infant. B. E. Scott and H. J. Cohen. 
—p. 574. 

Endocardial Fibroelastosis. W. T. Hill and W. A. Reiily.—p. 579. 

Adenoma of Bronchus in a Nine-Year-Old Child. S. Smoller and A. De L. 
Maynard.—p. 587. 


Causes of Congenital Defects: Review. F. C. Fraser and T. D. Fainstat. 
—p. 593. 


Desoxycorticosterone in Infants with Malnutrition.—The 10 
infants reported in this paper were from 3'2 weeks to 12 months 
of age, all but one being less than 6 months old. They cannot 
be considered to have had proved adrenal cortical deficiency, 
but they did have some symptoms of such deficiency, par- 
ticularly dehydration and malnutrition. Two presented some 
clinical evidence of adrenal cortical hypofunction as the cause 
of disturbances of mineral metabolism. Therapeutic response to 
desoxycorticosterone acetate and salt was dramatic in all but 
One patient, who was markedly dehydrated after colostomy for 
agenesis of the myenteric plexus and did not respond to any 
treatment. Most of the infants received 2.5 mg. of desoxycorti- 
costerone acetate and | gm. of sodium chloride daily for as long 
as 17 days, but the majority were treated less than 8 days. The 
clinical results suggest that desoxycorticosterone acetate and 
sodium chloride deserve further trial in treatment of malnour- 
ished and dehydrated infants who have not responded to standard 
management. This is purely an empirical method of treatment. 
The exact role of the adrenal gland in the condition of these 
patients is not known. Patients receiving desoxycorticosterone 
acetate should be watched carefully for the development of 
edema. 
$2:655-788 (Dec.) 1951 
*Specific Treatment of Children with Tuberculosis. E. M. Lincoln and 
V. N. Wilking.—p. 655. 


*Allergic Dermal-Respiratory Syndrome in Children. B. Ratner, C. Collins- 
Williams and S. Untracht.—p. 666. 


Infant Feeding With and Without Added Carbohydrate. L. E. Harris. 
—p. 677. 

Factors Affecting Retention of Nitrogen and Calcium in Period of 

Growth: LX. Corticotropin (ACTH). J. A. Johnston and M. J. Sweeney. 
—p. 685. 


Relation Between Socioeconomic Status and Body Size in Boys 7 to 10 
Years of Age. H. V. Meredith.—p. 702. 

Treatment of Tuberculosis.—Various tuberculostatic agents 

were used in treatment of 172 children in the tuberculosis ward 

of Bellevue Hospital, New York, during the last four and one- 

half years. It was found that streptomycin should be used in 

treatment of meningitis, miliary tuberculosis, protracted hema- 
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togenous tuberculosis, progressive primary tuberculosis with cav- 
itation and bronchogenic spread, and progressive advanced 
chronic pulmonary tuberculosis. In meningitis it should be ad- 
ministered by both intrathecal and intramuscular routes. Strep- 
tomycin may be used to treat nonfatal complications of tubercu- 
losis, but this measure should always be weighed in relation to 
the expected response to other measures and to the possible 
future needs for streptomycin for other forms of tuberculosis. 
Streptomycin should be considered contraindicated in uncompli- 
cated, asymptomatic primary tuberculosis regardless of the age 
of the child or extent of the primary complex, because it has not 
been shown to effect rapid cure of the primary form or to pre- 
vent complications and also because of danger of development 
of tubercle bacilli resistant to streptomycin, thus preventing ef- 
fective use of the drug in the event of a serious complication. 
Combined therapy is indicated whenever streptomycin therapy is 
continued for more than three weeks, because it delays develop- 
ment of resistance to streptomycin and the effect of each drug is 
enhanced by the combination. Thiazolsulfone was used with 
streptomycin when control of lymphohematogenous tuberculosis 
was the main problem, and p-aminosalicylic acid was used with 
streptomycin for progressive primary or reinfection tuberculosis. 
With the exception of exfoliative dermatitis in one patient, no 
severe toxic reaction to streptomycin administered intramuscu- 
larly has been observed. Vestibular function is disturbed in al- 
most every case, but this effect is apparently reversible. Deafness 
occurred only in patients with tuberculous meningitis treated 
with streptomycin intrathecally and was not reversible. Toxic re- 
actions to streptomycin given intrathecally were never severe 
enough to require discontinuance of treatment. Toxic reactions 
to thiazolsulfone were not troublesome. p-Aminosalicylic acid 
is well tolerated by children in proper dosage. 


Allergic Dermal-Respiratory Syndrome.—Ratner and collab- 
orators define the allergic dermal-respiratory syndrome as a 
symptom complex in which both dermal (urticaria, eczema) and 
respiratory (perennial rhinitis, hay fever, asthma) manifestations 
of allergy occur in the same patient, either concurrently or at 
different periods. They analyzed data from 750 cases seen in 
clinic and private practice over a number of years, and found 
that 35% of allergic children have both dermal and respiratory 
manifestations. More than half of the children (59%) with 
eczema later had respiratory allergy, asthma more often than 
hay fever. The authors confirmed the generally accepted view 
that eczema in childhood almost always begins during the first 
year of life. Asthma nearly always appears before the age of 8 
years and in the majority of cases before the age of 4. The onset 
of hay fever usually occurs before the seventh year. Three stages 
in the evolution of the dermal-respiratory syndrome are de- 
scribed: Stage 1 is characterized by dermal manifestations, ab- 
sence of respiratory symptoms, and negative skin reactions to 
inhalants, and is present chiefly in infants. In one form of stage 
2 there are dermal manifestations, no respiratory symptoms, and 
positive skin reactions to inhalants. In another form of stage 2 
there are both dermal and respiratory manifestations and nega- 
tive skin reactions to inhalants. Stage 3 is characterized by der- 
mal and respiratory symptoms and positive skin reactions to 
inhalants and occurs almost entirely in older children. Eczema 
in infancy and childhood should not be regarded solely as a 
dermatological condition. Every case of dermal allergy should 
be viewed as a potential case of asthma or hay fever. 


American Journal of Clinical Pathology, Baltimore 
21:1101-1202 (Dec.) 1951. Partial Index 


Differential Test for Infectious Mononucleosis. I. Davidsohn, K. Stern 
and C. Kashiwagi.—p. 1101. 

Isolation of Pathogens from Tissues of Embalmed Human Bodies. L. A. 
Weed and A. H. Baggenstoss.—p. 1114. 

Seasonal Variation in Pregnancy Test Using Rana Pipiens. J. B. Holyoke 
and E. E. Hoag.—p. 1121. 

Critique of Methods for Determination of Protein in Cerebrospinal Fluid. 

. L. Wikoff and P. Kazdan.—p. 1173. 
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American J. Digestive Diseases, Fort Wayne, Ind. 


18:349-382 (Dec.) 1951 
Diabetes Mellitus and Concomitant Leukemia. J. T. Paul, W. R. Best 
and L. R. Limarzi.—p. 349. 
Achylia Gastrica: Keystone in Development and Eradication of Macro- 


cytic Achylic Anemia (Pernicious Anemia, Addison-Biermer). F. S. 
Weinberg.—p. 351. 

Effect of Lysozyme Inactivating Anion Exchange Polymer in Treatment of 
Peptic Ulcer: Experimental and Clinical Study. I. J. Greenblatt, 
M. Jacobi and T. D. Cohen.—p. 362. 

Nutritional Substitution Therapy: New Method Which Prevents Prostatic 
Surgery in Benign Physiological Hypertrophy: Preliminary Report. 
B. F. Sieve.—p. 369. 


American Journal of Hygiene, Baltimore 
54:295-440 (Nov.) 1951 


*Vaccination of Human Beings Against Mumps: Vaccine Administered at 
the Start of Epidemic: I. Incidence and Severity of Mumps in Vacci- 
nated and Control Groups. K. Habel.—p. 295. 

Id.: Il. Effect of Vaccination upon Epidemic. K. Habel.—p. 312. 

*Q Fever in California: XI. Epidemiologic Summary of 350 Cases Occur- 
ring in Northern California During 1948-1949. W. H. Clark, E. H. 
Lennette and R. S. Romer.—p. 319. 

Antistreptolysin ‘“O,’”’ Antihyaluronidase and Streptococcal Agglutinin 
Titers in Seventh and Eighth Grade School Children from Two Con- 
necticut Cities: Serological and Environmental Study. R. W. Quinn, 
S. J. Liao and J. P. Quinn.—p. 331. 

Factors Affecting Botulinal Hemagglutination Reaction, and the Relation- 
ship Between Hemagglutinating Activity and Toxicity of Toxin Prepara- 
tions. J. P. Lowenthal and C. Lamanna.—p. 342. 

Social Serology: Antibody Levels in Normal Young Population During 
Epidemic of Poliomyelitis. J. L. Melnick and N. Ledinko.—p. 354. 

Isolation of Coxsackie Virus (C Virus) trom North Alaskan Eskimos. 
D. D. Banker and J. L. Melinick.—p. 383. 

Complement-Fixation Test for Lansing Strain of Poliomyelitis Virus. 
O. Lahelle.—p. 391. 

Observations on Habits, Ecology and Life Cycle of Oncomelania Noso- 
phora, Molluscan Intermediate Host of Schistosoma Japonicum in 
Japan. D. B. McMuilen, S. Komiyama and T. Endo-Itabashi.—p. 402. 

Seasonal Studies of Schistosoma Japonicum in Intermediate Host, 
Oncomelania Nosophora. D. B. McMullen, T. Endo-ltabashi, S. Seto 
and others.—p. 416. 

Report of Isolated Outbreak of Influenza Type B, Camp Haugen, Japan, 
1950. K. F. Burns and A. P. Long.—p. 431. 


Mumps Vaccination.—The effects of prophylactic immunization 
of human beings against mumps were studied in 2,825 Negroes 
who in 1946 were brought from Barbados to work on sugar 
plantations in Florida. Past experience showed that these 
Negroes are highly susceptible to mumps. The workers were 
from 16 to 50 years of age, in good health, and had no previous 
history of mumps. They were housed in nine camps on Lake 
QOcheechobee and their contacts with the population of the area 
were few. One dose of chick-embryo inactivated mumps vaccine 
mixed with a peanut oil-beeswax adjuvant was administered to 
1,344 men at the time of the first wave of infection. The others 
served as controls. All patients had approximately equal sus- 
ceptibility to mumps, as indicated by a virus neutralization test 
performed in the chick-embryo with serum of all men before 
vaccination. This test also gave good correlation between actual 
immunity and the presence of antibody of this type. The inci- 
dence of mumps in control and vaccinated groups was about 
equal for the first three weeks, after which it began to increase 
in the control group, the ratio becoming 2 to | after the third 
week and 3 to | after the sixth. A total of 383 men received a 
second dose of vaccine six weeks after the first vaccination. Al- 
though its increased .prophylactic effect could not be demon- 
strated because of the, small number of cases occurring after 
this dose was given, the level of serum antibodies was higher 
than that which is usually observed in convalescence from 
mumps. Clinical manifestations of mumps in vaccinated persons 
were definitely milder than those in unvaccinated persons, and 
complications were fewer. No allergy or local reaction to the 
vaccine was observed. Information as to the duration of the 
immunity produced by the vaccine is not available. 


Q Fever in Northern California.—Epidemiological studies in 
350 cases of Q fever that occurred in Northern California dur- 


ing 1948-1949 showed that 292 of the patients were from 20 to’ 


59 years of age and that only 32 were women. Most of the cases 

occurred in an area of intense agricultural, dairying, and stock- 

raising activity (Central Valley of California) during the months 

following the seasonal peak of sheep-raising operations (March, 
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April, and May). Contact with an ill person, contaminated food 
or water, and ticks or other blood-sucking arthropods were never 
responsible for the infection. Of the patients, 242 had had con- 
tact with livestock, their products, or environment, while 84 had 
had no known contact with the presumed sources of infection. 
However, in the agricultural areas where the cases occurred a 
degree of casual contact with livestock is common. Studies of 
serum antibodies in normal persons of the principal endemic 
area showed that the proportion of positive reactions was higher 
than in normal persons from two nonendemic areas. Antibodies 
of this type were found in 5.1% of men from the endemic area 
who were not ill but in only 1.8% of women from the same 
area who were not ill. The source of infection and the mode of 
transmission of Q fever have not as yet been clearly defined. 
Direct contact with the excreta or tissues of an infected animal 
may result in infection, and the infective agent may enter the 
body of the host through the respiratory or digestive tracts. 
Further studies are needed to test the hypothesis that rickettsiae 
are disseminated by air from contaminated environments. 


American Journal of Obstetrics & Gynecology, St. Louis 
62:947-1186 (Nov.) 1951. Partial Index 


*Studies on Iron Deficiency Anemia of Pregnancy: Including Plasma 
Volume, Total Hemoglobin, Erythrocyte Protoporphyrin in Treated and 
Untreated Normal and Anemic Patients. C. J. Lund.—p. 947. 

*Clinical Evaluation of Silver Carbonate Vaginal Smear Method in Diag- 
nosis of Cancer. G. M. Riley, J. S. Behrman, A. Arcilla and E. Dontas. 

985 


Cyclic Variations in Endocervix. G. B. Bradburn and C. F. Webb. 
997. 


ani, 

Nutrition and Premature Labor. H. Speert, S. Graff and A. M. Graff. 

—p. 1009. 

Retinal Changes in Toxemias of Pregnancy: I. History, Vomiting of Preg- 
nancy, Mild and Severe Pre-Eclampsia, and Eclampsia. R. Landesman, 
R. G. Douglas and S. S. Snyder.—p. 1020. 

Lesions of Vaginal Vault Following Complete Hysterectomy. R. A. Beebe 
and E. A. Edwards.—p. 1034. 

True Sacculation of Contracture Portion of Pregnant Uterus. W. H. 
Rubovits.—p. 1044. 

Acute Renal Insufficiency: Physiopathology and Treatment, with Presen- 
tation of Cases Occurring on Obstetric Service. H. D. Priddle and 
C. S. Stevenson.—p. 1053. 

Responsibility of Obstetrician to Fetus: I. Analysis of Fetal and Neonatal 
Mortality in 10,000 Deliveries. J. W. Simpson and L. J. Geppert. 
—p. 1062. 

Feminizing Ovarian Tumors and Pregnancy. A. W. Diddle and K. A. 
O’Connor.—p. 1071. 

Mistakes in Interpretations of Intraepithelial Carcinoma. E. R. Novak 
and G. A. Galvin.—p. 1079. 

Relationship of Prolonged Labor to Fetal Mortality. G. W. Corner Jr., 
R. W. Kistner and R. L. Wall.—p. 1086. 

Use of New Veratrum Preparations in Treatment of Toxemia of Preg- 
nancy. W. W. Baird and N. S. Assali.—p. 1093. 

Cyclic Biochemical Changes in Human Endometrium, with Special 
Reference to Fibrinolytic Enzyme. E. W. Page, M. B. Glendening and 
D. Parkinson.—p. 1100. 

Care of Postpartum Cervix. A. E. Weiner and H. B. Nelson.—p. 1106. 

Vaginal Hysterectomy. R. T. Weaver and F. L. Johnson.—p. 1117 

Suppression of Lactation with Stilbestrol. D. G. Morton and J. S. Miller. 
—p. 1124. 

Intravenous Procaine-Pentothal During Labor: Preliminary Report. 
S. Belinkoff and G. Trudeau.—p. 1129. 


Iron Deficiency Anemia in Pregnancy.—The capillary hemo- 
globin level was determined in 4,015 women at their first visit 
to the prenatal clinic of the Charity Hospital of Louisiana in 
New Orleans. Approximately 20% had hemoglobin values below 
the minimum of 10 gm. per 100 cc. considered normal during 
pregnancy. If the more accurate minimum of 11 gm. per 100 
cc. is used, 50% of the patients were anemic. Complete studies 
were done on 66 patients during 402 outpatient examinations. 
These patients were divided into two major categories, those 
who were normal and those who had iron deficiency anemia. 
Each of these groups was further subdivided on the basis of 
iron therapy. Of the 21 normal pregnant women who served as 
controls, seven were treated with molybdenized ferrous sulfate, 
6 grains (0.37 gm.) three times a day, and the other 14 were not 
treated. Of the 45 women with iron deficiency, 10 were not 
treated at first, but 5 of these had to be treated before delivery. 
Newer biochemical techniques, including determination of blood 
volume and free erythrocyte protoporphyrin, were used in con- 
junction with routine hematologic mensuration throughout preg- 
nancy. Total plasma volume increased progressively, reaching 
a broad peak between the 28th and 38th weeks of gestation. The 
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increases were orderly in individuals but the variations between 
individuals were extreme, ranging from 14 to 121%. Calculation 
of total hemoglobin mass eliminated the effect of variations 
in the plasma volume. The total hemoglobin mass increased 
progressively during apparently normal pregnancy, reaching a 
peak elevation of about 15% at term. If the normal controls were 
treated with iron there appeared to be an even greater increase 
in total hemoglobin. With or without therapy, the total hemo- 
globin level declined to the original level by the eighth week 
post partum. If untreated, the iron deficiency anemia becomes 
severer as pregnancy progresses. Rapid or excessive change in 
plasma volume will mask or exaggerate the response to iron 
therapy when interpreted by routine blood counts. Calculation 
of total hemoglobin shows the true response. The oral admin- 
istration of a molybdenum ferrous sulfate compound was effec- 
tive in treatment of 95% of the patients with iron deficiency 
anemia of pregnancy. 


Silver Carbonate Vaginal Smear Method.—Riley and associates 
point out that with few exceptions those attempting to evaluate 
the so-called “cytological method” of cancer diagnosis have 
employed the Papanicolaou technique. In 1948 Riley and asso- 
ciates reported that exfoliated cells, as found in the vaginal 
smear, were readily impregnated with silver carbonate solution 
prepared according to the method of Del Rio Hortega. The 
chromatin material was remarkably argyrophilic. It was em- 
phasized that, since the chief evidences of malignant growth 
were nuclear aberrations, a distinctive nuclear stain would be 
most desirable. Technical aspects of the method have been 
thoroughly investigated, and it has been given a rigorous clini- 
cal trial. The authors describe the technical details of the silver 
carbonate staining method for vaginal smears and illustrate the 
qualities of the stain by photomicrographs of normal, suspicious, 
and malignant cells. During the years 1947 to 1950, three dif- 
ferent examiners evaluated smears from a total of 2,008 gyne- 
cological patients whose history or clinical findings suggested 
carcinoma of the uterus. The total number of carcinoma cases 
in the series was 120. Of this number, 98 carcinomas were cor- 
rectly diagnosed, and 22 (18%) were undetected. In the 1,888 
patients without pathologically diagnosed carcinoma, 22 false 
positive diagnoses (1.2%) were submitted. The total percentage 
error based onthe total number of cases studied was 2.2%. Thus 
the accuracy of this procedure compares favorably with that 
reported by others using conventional polychrome stains. The 
silver technique has the practical advantages over polychrome 
procedures of simplicity, rapidity, ease of examination, and the 
facility with which nuclear aberrations are recognized. These 
qualities, together with the observed accuracy, should prove of 
value in the application of cytological methods for the detection 
of carcinoma. 


American Journal of Pathology, Ann Arbor, Mich. 
27:925-1130 (Nov.-Dec.) 1951 


Involution of Rheumatoid Nodules Treated with Cortisone and of Non- 
Treated Rheumatoid Nodules. R. Fienberg and F. L. Colpoys Jr. 
—p. 925. 

*Pathogenesis of Cirrhosis Produced by Choline Deficiency: Escape of 
s from Fatty Hepatic Cysts into Biliary and Vascular Systems. 

S. Hartroft and J. H. Ridout. 951. 

Fl a and Repair of Giomerulus. D. B. Jones.—p. 991. 

Histochemica] Detection of Fatal Anticholinesterase Poisoning. A. D. 
Bergner and S. H. Durlacher.—p. 1011. 

Association of lron-Contain’ng Crystals with Schaumann Bodies in Giant 
Cells of Granulomas of Sarcoid Type. R. L. Engle Jr.—p. 1023. 
Affinity of Fibrinoid Substances for Acid Dyes. L. Sokoloff, A. Mund 
and T. G. Kantor.—p. 1037. 

Morbid Anatomy of Experimental Coxsackie Virus Infection. R. Gifford 
and G. Dalldorf.—p. 1047. 

Virus-Induced Mitosis in Adult Nerve Cells of Rabbit Retina. J. R. 
Overman and H. Dorich Jr.—p. 1065. 

Experimental Transmission of Cutaneous Papilloma of Horse. R. H. Cook 
and C, Olson Jr.—p. 1087. 


Cirrhosis Produced by Choline Deficiency. report 
the structure, formation, and involution of pathologic fatty cysts 
(lipodiastemata) in the livers of rats fed a diet low in choline 
were reported. The manner in which lipid escapes from fatty 
cysts is described in this paper. Cysts may rupture into either a 
bile canaliculus or a hepatic sinusoid. In the first instance the 
fat released from the cyst escapes into the biliary tree and may 
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be demonstrated within the lumina of bile canaliculi and ducts. 
In the second case fat droplets enter the vascular system. Drop- 
lets of stainable fat are found as emboli in the vessels of the 
heart, lungs, and kidneys. The morphologic changes in the red 
blood cells found in ruptured fatty cysts suggest that the erythro- 
cytes may become closely bound to ceroid so that they are often 
indistinguishable from other deposits of this pigment. The 
trabeculation in experimental dietary cirrhosis represents a con- 
densation rather than a proliferation of the preexistent stroma. 
The bile passages in the trabeculae may be derived to a large 
extent from cysts that have ruptured into biliary canaliculi. 
Frozen sections of livers, kidneys, and lungs from 30 patients 
with alcoholism were examined, and cysts were identified in 
every case in which fatty cirrhosis was in an active stage. Small 
amounts of embolic fat within the vessels of both lungs and 
kidneys were detected in a number of cases. These findings 
suggest that a sequence of pathologic changes similar to those 
described for choline-deficient rats may occur in the cirrhosis 
asscciated with excessive intake of alcohol by human subjects. 
In the choline-deficient rats it appeared that accumulation of 
excess fat within cysts in the liver was the primary etiologic 
factor, which in turn caused secondary fibrosis and nodular 
hyperplasia. 


American Journal of Physiology, Baltimore 
167:289-SS8 (Nov.) 1951. Partial Index 


Muscle Electrolytes in Rats Following Ischemia Produced by Tourniquets. 
F. A. Fuhrman and J. M. Crismon.—p. 289. 

Acute KC1 and Histamine — and Adrenal Weight in X-Irradiated 
Mice. W. W. Smith.—p. 

Sodium and Potassium of See and Urine in Adrenalectomized Golden 
Hamsters. J. G. Snyder and L. C. Wyman.—p. 328. 

Effects of Cortisone and DCA on Radiosodium Transport in Normal and 
Adrenalectomized Dogs. R. R. Overman, A. K. Davis and A. C. Bass. 
—p. 333. 

Survival of Adrenalectomized Rats With and Without Replacement Ther- 
apy Following X-Irradiation. A. Edelmann.—p. 345. 

Effests of Thyroxine, 3, 5-Diiodothyronine and Thyronine on Ascorbic 
Acid Oxidation. C. L. Gemmill.—p. 349 

Tolerance of Normal and Alloxan-Treated Rats to Intravenous Glucose 

and Glucose-i-Phosphate. C. A. Kuether.—p. 355. 

Does Concentration of G'ucose in Extracellular Fluid Influence Its Utili- 
zation by Tissues? A. N. Wick and D. R. Drury.—p. 359. 

Ammonia and Urea Production and Changes in Absorption Spectra of 
Nucleic Acid Derivatives Following Ultraviolet Irradiation. A. Can- 
zanelli, R. Guild and D. Rapport.—p. 364. 

Calorie Intake and Fertility in CsH-Male Mice. Y. Ching Puh Lee, J. T. 
King and M. B. Visscher.—p. 375. 

Correlation Between Propulsive Motility and Length of Small Intestine in 
Albino Rats and Dogs. J. C. Stickney, E. J. Van Liere and D. W. 
Northup.—p. 399. 

Chylomicra: Their Composition and Their Fate After Intravenous Injec- 
tion of Small Amounts of Heparin. R. L. Swank and V. Wilmot. 
—p. 403. 

Local and General Alterations of Blood CO». and Influence of Intestinal 
Motility in Regulation of Intestinal Blood Flow. M. S. Mohamed and 
J. W. Bean.—p. 413. 

Arterial, Atrial and Venous Pressure Changes in Presence of Arterio- 
venous Fistula. J. L. Nickerson, F. W. Cooper Jr., R. Robertson and 
J. V. Warren.—p. 426. 

Electrocardiographic Effects of Reflex Vagal Stimulation. J. C. Scott 
and E. A. Reed.—p. 441. 

Depressor Effect of Potassium Deprivation on Blood Pressure of Hyper- 
tensive Rats. M. Friedman, R. H. Rosenman and S. C. Freed.—p. 457. 

Water Diuresis m Salt-Depleted Dog. L. J. Cizek and K. C. Huang. 
—p. 473. 


American Journal of Public Health, New York 


41:1455-1572 (Dec.) 1951 

International Health—A Symposium. C. E. A. Winslow and others. 
—p. 1455. 

Recent Developments in Prophylaxis of Rabies. H. Koprowski and H. R. 
Cox.—p. 1483. 

* Study on Etiology, Epidemiology, and Antibiotic Therapy of Infantile 
Diarrhea, with Particular Reference to Certain Serotypes of Escherichia 
Coli. E. Neter, C. R. Webb, C. N. Shumway and M. R. Murdock. 
—p. 1490 

Role of the “School of Public Health in Meeting Man Power Crisis. H. F. 
Vaughan.—p. 1497. 

The Most Important Thing. F. A. Gibbs.—p. 1503. 

Conservation of Hearing Program for School Children: Review of Three 
Year Experience in Harford County, Maryland. C. R. Hayman, B. S. 
Rich and E. Stark.—p. 1509. 

Preliminary Report of Histoplasmin and Other Antigen Sensitivity in 
North Carolina. R. J. Murphy, W. M. Peck and B. Vincent.—p, 1521. 
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Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 


66:873-1064 (Dec.) 1951 

Some Thoughts on Training of Radiation Therapist. Janeway Lecture, 
1951. H. D. Kerr.—p. 873. 

Symmetrical Calcifications in Anterior Limb of Internal Capsules of 
Brain Without Demonstrable Neurological or Metabolic Disturbances. 
J. F. Sammet and P. C. Bucy.—p. 880. 

Advanced Atrophy and Eniargement of Sella Turcica with Destruction of 
Sphenoid. B. S. Epstein and L. M. Davidoff.—p. 884. 

Cor Pulmonale Resulting from Pulmonary Arteriolosclerosis: Report of 
Case. J. S. Weils and P. Brown.—p. 894. 

Pulmonary Metastatic Sarcoma with Associated Pneumothorax: Report of 
Two Cases. T. F. Leigh and E. A. Thompson.—p. 900. 

Pathology and Classification of Tumors of Soft Tissues. A. P. Stout. 

903. 


—p. 

*Brucella Infection of Bones and Joints. C. N. Ploussard.—p. 910. 
Premalignant Lesions of Gastrointestinal Tract: 1. Significance of Roent- 
genologic Evidence of Hypertrophic Gastritis. R. P. Barden.—p. 915. 
*Glycogen Disease: Report of Two Cases with Cardiomegaly. J. F. Martin 

and F. J. Bonte.—p. 922. 
Practice of Radiology in the United States: Facts and Figures. S. W 
Donaldson.—p, 929. 
Roentgen Treatment of Cervical Spondylosis: Follow-Up Examination of 
625 Patients. J. Lundar.—p. 947. 
Directed Beam Therapy: Rotational Therapy Chair. B. V. A. Low-Beer. 
956. 


Comparison of Three Survey Instruments Exposed to —" Radiations. 
R. F. Cowing, E. DeAmicis and C. K. Spalding.—p. 96 
Balanced Chest Roentgenography. I. J. Kane and $. Slane. —p. 967. 


Brucella Infection of Bone and Joints.—The occurrence of 
brucellosis involving the hip joint is reported in a man, ages 
37, who had wrenched his left hip while moving heavy ma- 
chinery. Three months after his injury roentgenograms of the 
hip showed destruction of bone and joint cartilage, and the 
agglutination reaction for Brucella abortus was positive in all 
dilutions with purified protein derivative. The hip was immobil- 
ized in a cast. Roentgenographic diagnosis of the condition was 
made five months after injury, when the anteroposterior view 
showed a beginning infectious process of the hip. Two months 
later the cast was removed and the roentgenogram revealed 
that the arthritis of the hip caused by undulant fever was healed. 
Additional roentgenograms taken three and a half months later 
showed an area in the upper third of the shaft of the femur 
indicative of bone infection, although the infection in the head 
of the femur had completely healed. The agglutination reaction 
was still positive for Brucella abortus. Roentgenographic ex- 
amination fifteen months after injury showed complete healing 
of the infectious process in the hip joint, and the area in the 
upper third of the shaft of the femur had practically disappeared. 


Glycogen Disease.—The cardiac form of glycogen storage dis- 
ease in two infants, aged five months and nine weeks, respec- 
tively, is reported. Roentgenograms of the chest were taken 
in both cases, and angiocardiography was used in one. The 
roentgenographic studies were of value in demonstrating en- 
largement of the heart and secondary changes in the adjacent 
structures, such as displacement and narrowing of the trachea, 
narrowing of the left main stem bronchus, and atelectasis of the 
upper lobe of the left lung. Angiocardiography demonstrated 
normal circulation of the contrast medium through the heart 
and great vessels. The chambers of the heart were slightly en- 
larged, and the left ventricular wall was moderately thickened, 
probably indicating that hypertrophy was a more prominent 
factor in the enlargement than dilatation of the chambers. Both 
patients died and necropsy was performed. It revealed pro- 
nounced deposition of glycogen in the myocardium of the older 
patient; the heart was pale and thickened and weighed 185 gm. 
compared to an expected weight of 31 gm. The wall of the left 
ventricle was 10 mm. thick and the right ventricle 3 mm. The 
liver was moderately enlarged, and glycogen deposits were seen 
within its cells. In the other patient the heart was bright red 
and appeared uniformly enlarged, with a weight of 90 gm. com- 
pared to an expected weight of 23 gm. The right ventricular 
wall was 4 mm. thick, while the left ventricular wall measured 
7 mm. The endocardium revealed pronounced fibrosis, particu- 
larly in the left ventricle. The liver was not enlarged. Glycogen 
disease is uncommon, but is important enough to be considered 
in the differential diagnosis by roentgenograms of enlargement 
of the liver, heart, and kidneys during infancy and childhood. 
Clinical diagnosis of the cardiac form of glycogen disease is 
difficult because of the lack of diagnostic laboratory tests. Clini- 
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cal observations, routine laboratory procedures, roentgenoscopy, 
and electrocardiography do not permit differentiation of certain 
congenital defects, idiopathic hypertrophy, rhabdomyoma, and 
glycogen storage disease. On the basis of their experience in 
these two cases, the authors stress the value of roentgenographic 
studies in glycogen disease, one of the causes of cardiac enlarge- 
ment in the first year of life. They emphasize the use of angio- 
cardiography in excluding congenital anomalies and in the 
evaluation of hypertrophy and dilatation. The final differential 
diagnosis must depend on demonstration of an increased glyco- 
gen content in the skeletal muscle obtained at biopsy or on evi- 
dence of some abnormality of carbodydrate metabolism. 


Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 
35:503-620 (Nov.) 1951 

Electron Microscope Studies of Treponemes: IIT. Flagella. H. E. Morton, 
G. Rake and N. R. Rose.—p. 503. 

Cortisone in Interstitial Keratitis. A. C. Woods.—p. 517. 

Effect of Local Cortisone in Treatment of Syphilitic Interstitial Keratitis: 
Preliminary Report. G. W. Crane Jr. and S. D. McPherson Jr.—p. 525 

Estimates of Relapse and Reinfection Rates in Early Syphilis Treated with 
Penicillin. M. Merrell.—p. 532. 

*Oral Treatment of Neurosyphilis with Aureomycin: Progress Report. 
R. R. Kierland and P. A. O’Leary.—p. 544. 

Comparison of Results of Spinal Fluid Examination by Two Separate 
Laboratories on Duplicate Specimens of Spinal Fluid from 400 Patients 
with Syphilis. W. T. Ford, J. H. Stokes, H. Beerman and C. J. Gentz- 
kow.—p. 553. 

*Treatment of Neurosyphilis: One- to Six-Year Follow-Up of Patients 
Treated with Penicillin at the Boston Psychopathic Hospital—Com- 
parison of Results with Penicillin Alone and Combined Penicillin- 
Malaria Therapy. V. P. Perlo, A. S. Rose, L. R. Carmen and H. C 
Solomon.—p. 559. 

Further Attempts to Immunize Rabbits with Killed Treponema Pallidum. 
G. W. Waring Jr. and W. L. Fleming.—p. 568. 

Role of Sitolipin in Serologic Tests for Syphilis. C. R. Rein, L. C. Kelcec 
and T. M. Rosenfield.—p. 573. 

Reactions to Penicillin. D. K. Kitchen, C. R. Rein, E. W. Thomas and 
H. J. Spoor.—p. 578. 

Trea'ment of .Inmctusion Urethritis, Including One Case of Reiter’s Dis- 
ease, with Chloramphenicol. G. M. Findlay and R. R. Willcox.—p. 583. 


Treatment of Neurosyphilis with Aureomycin.—Results of 
treatment with aureomycin are described in 10 of 12 previously 
reported cases of neurosyphilis that were observed for from 573 
to 122 days (average 409 days) and in 9 additional cases. While 
the dosage of aureomycin varied considerably, it still seems that 
approximately 60 gm. of aureomycin, with 2 to 4 gm. given 
daily in divided doses, is sufficient for a single or first course of 
therapy. Early clinical improvement following treatment with 
aureomycin continued although less rapidly. The greatest clinical 
benefit appeared within the first 6 to 10 months after treatment 
was begun. In no case of asymptomatic neurosyphilis did symp- 
tomatic neurosyphilis develop. All but one patient with sympto- 
matic neurosyphilis showed moderate to pronounced improve- 
ment in their specific syphilitic symptoms. Weight gain and an 
increased sense of well-being were noted in these as well as in 
penicillin-treated patients. As time went on it appeared that the 
early benefits from aureomycin were extended and maintained. 
The results of aureomycin therapy equalled those of penicillin 
in these 19 cases of neurosyphilis. Aureomycin may be used for 
patients with neurosyphilis who are resistant or hypersensitive 
to penicillin. 


Follow-Up of Neurosyphilitic Patients Treated with Penicillin.— 
Of 469 patients with neurosyphilis treated with penicillin be- 
tween February, 1944, and January, 1950, 66 patients died. In 
33 of these general paresis was a contributory cause of death. 
Thirty-eight patients were either lost to observation or had been 
followed for less than one year. Of the remaining 365 patients, 
followed for one to six years, 116 (32%) were treated with 
3,000,000 to 9,000,000 units of penicillin alone, while 249 were 
given penicillin and modified malaria or fever cabinet therapy. 
Re-treatment was necessary in 31 patients (26°) who received 
penicillin alone and in 42 patients (17%) who received combined 
treatment. Of the entire group of 365 patients, 72% of whom 
had general paresis or taboparesis, 211 (58%) showed clinical 
improvement, 204 (56%) were gainfully employed, and 208 


(57%) made a good or fair social adjustment. In the 116 patients 
treated with penicillin alone, the symptoms of 80 (69%) were 
improved, those of 17 (15%) were arrested, and those of 19 
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(16%) were worse or unchanged. In the 249 patients who re- 
ceived combined treatment, the symptoms of 131 (53%) were 
improved, of 57 (23%) were arrested, and of 61 (24%) were 
worse or unchanged. Thus over-all results in patients treated with 
penicillin alone were distinctly superior to those obtained with 
combined treatment. This probably reflects the fact that in mild 
cases treatment was usually with penicillin alone, while in severe 
cases combined treatment was given. However, in a group of 
patients judged before treatment to have comparatively severe 
dementia paralytica, clinical results with penicillin alone proved 
slightly more favorable than those obtained with combined 
treatment. The usual pattern of spinal fluid improvement during 
the first year after treatment was obtained with both methods 
of treatment. Late spinal fluid examination revealed normal or 
near normal fluids in 71% of patients receiving combined treat- 
ment, compared with 60% of those treated with penicillin alone. 
On the basis of a six year follow-up period, penicillin alone 
appears to be as effective as combined penicillin-fever treatment 
for all forms of neurosyphilis. Final evaluation of results with 
penicillin alone requires a longer follow-up period than is 
presently available. 


American Review of Tuberculosis, New York 
64:583-716 (Dec.) 1951 


Cardiopulmonary Function in Hematogenous Pulmonary Tuberculosis in 
Patients Receiving Streptomycin Therapy. J. H. McClement, A. D 
Renzetti Jr., D. Carroll and others.—p. 583. 

Extraction and Fractionation of Water-Soluble Components from Tubercle 
Bacilli. R. J. Heckly and D. W. Watson.—p. 602. 

*Pulmonary Tuberculosis, Bronchiectasis, and Calcification as Related to 
Bronchogenic Carcinoma. C. E. Woodruff and H. C. Nahas.—p. 620. 

*Adrenocortical Function in Pulmonary Tuberculosis. A. J. Finestone and 
Cc. R. Shuman.—p. 630. 

Complications of Artificial Pneumoperitoneum: Review. H. F. Stein. 


—p. 

Experimental Studies on Toxicity of Amithiozone in Dogs. J. H. Moyer 
and R. B. Perkins.—p. 659. 

Tuberculostatic Serum Substance Possessing Lysozyme-Like Properties. 
Q. Myrvik and R. S. Weiser.—p. 669. 

New Serologic Test for Tuberculosis: Preliminary Report. E. R. Maillard 
and FP. J. Gagliardo.—p. 675. 


Bronchiectasis and Bronchogenic Carcinoma.—Of 23 men be- 
tween the ages of 42 and 87 with bronchogenic carcinoma, 12 
had squamous cell carcinoma identified microscopically by 
epithelial pearls. All 12 of these tumors were found in an upper 
lobe: all but | were associated with large calcified foci in the 
same lobe or in the adjacent tracheobronchial lymph nodes; and 
all but 2 were not associated with active tuberculosis. The 
anatomic findings associated with other types of lung tumors 
were quite different. An important associated etiological factor 
in bronchogenic carcinoma may be healed tuberculosis that has 
left an area of bronchiectasis in the lungs and a calcified focus in 
the adjacent lymph nodes. Evidently a person in the “cancer 
age” might have smoked for many years with little danger of 
developing pulmonary malignancy if there were no associated 
bronchiectasis. On the other hand there would be little danger 
of malignant change in a person with bronchiectasis if he did not 
smoke. The presence of both bronchiectasis and inveterate 
smoking compounds the chances of malignancy developing in 
the lung. It should be recognized that calcified tracheobronchial 
lymph nodes may be particularly susceptible to development of 
malignant disease. 


Adrenocortical Function in Pulmonary Tuberculosis.—Adreno- 
cortical function was studied in 50 patients with pulmonary 
tuberculosis by means of the eosinophil test of Thorn and the 
hyaluronidase-fluorescein skin test. The adrenal cortex was 
stimulated by 0.3 cc. of 1:1,000 epinephrine injected subcutane- 
ously in 46 patients. In the remaining four patients the alarm 
stimulus was thoracoplasty. The factors considered in clinical 
evaluation were the toxicity, chronicity, and clinical course at 
the time adrenocortical function was measured. In general, there 
was good correlation between the results of the tests. Eosinophil 
responses to epinephrine or surgical intervention were normal 
in 16 patients, while responses were inadequate in 23 patients. 
In the remaining 11 patients the initial fasting eosinophil count 
was too low for this test to be valid. There appeared to be no 
definite relationship between the adequacy of the eosinophil re- 
sponses and the toxicity, chronicity, or clinical state of the 
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patient. Nine patients had normal adrenal cortical function as 
measured by the hyaluronidase-fluorescein skin test. The initial 
disappearance of the hyaluronidase-fl in wheal was de- 
layed in seven patients but was further inhibited after adreno- 
cortical activation. The latter group may represent cases with 
some degree of hyperadrenocorticism. Failure of adrenocortical 
stimulation to inhibit the disappearance of the wheal occurred in 
12 patients, while 22 patients showed a prolonged initial dis- 
appearance time of the skin wheal with inadequate inhibition 
after adrenocortical activation. This suggests that the patients in 
the latter group had a degree of adrenocortical activity that 
could not be increased by further stress. There appeared to be no 
definite correlation between the degree of toxicity and chronicity 
and the response to the hyaluronidase-fluorescein skin test. No 
definite conclusions can be made about the relation of the clini- 
cal course to the results of the skin test. Ten of the 17 patients 
who were improving had inadequate adrenocortical responses as 
measured by this test. Results of the authors’ study demonstrated 
that in pulmonary tuberculosis adrenocortical function is altered, 
but the exact nature of this change could not be determined. 


Annals Otol., Rhin. and Laryngology, St. Louis 
60:591-894 (Sept.) 1951. Partial Index 


Intracranial Division of Eighth Nerve for Méniére’s Disease: Follow-Up 
Study. R. E. Green and C. C. Douglass.—p. 610. 

Temporal Lobe Herniation: Through Traumatic Defect in Tegmen of 
Temporal Bone with Cerebrospinal Otorrhea. W. F. Andrew.—p. 622. 


Erosion of Esophagus by Intrathoracic Goiter. M. Davidson and J. L. 
Turner.—p. 631. 


“Treatment of Acute Suppurative Otitis Media: Relative Merits of Chemo- 
therapy and Myringotomy in Avoiding Surgical Mastoiditis, M. G. 
Evans.—p. 638. 

Surgery in Méniére’s Disease: New Operation Which Preserves the Laby- 
rinth: Report of Cases. §. Rosen.—p. 657. 

Treatment of Endolymphatic Hydrops (Méniére’s Disease) with Strepto- 
mycin. H. V. Hanson.—p. 676. 

Congenital Anomalies of Esophagus. P. H. Holinger, K. C. Johnston 
and W. J. Potts.—p. 707. 

Follow-Up Observations on Treatment of Benign Stenosis of Esophagus. 
G. Tucker and H. R. Hawthorne.—p. 731. 

Superior Vena Caval Obstructive Syndrome: Report of Three Cases. 
W. A. Lell.—p. 754. 

Laryngeal Sequelae of Endotra¢heail Anesthesia. §. H. Baron and H. W. 
Kohimoos.—p. 767. 

Obscure Pulmonary Bleeding. J. J. Hennessy.—p. 819. 

Primary Tuberculoma of Bronchus. J. J. O’Keefe.—p. 824. 

Application of Streptomycin in Tuberculous Bronchitis. A. R. Judd. 
—p. 

Cytologic Studies and Prognostic Results in Bronchogenic Carcinoma. 
L. H. Clerf, P. A. Herbut and T. F. Nealon Jr.—p. 840. 

Tracheal Resection with Primary Anastomosis. E. B. Kay.—p. 864. 


Chemotherapy and Myringotomy in Acute Suppurative Otitis 
Media.—Evans reviews clinical, laboratory, and operative find- 
ings in 30 patients admitted to the Massachusetts Eye and Ear 
Infirmary with acute mastoiditis requiring mastoidectomy, and 
in 45 patients with acute suppurative otitis media treated in the 
outpatient department by myringotomy. All of the outpatients 
treated by myringotomy recovered without mastoidectomy. Of 
the 30 patients hospitalized with acute mastoiditis, all but two 
had received chemotherapy prior to admission but not one had 
had a paracentesis. In these patients 36 mastoidectomies were 
required to eradicate the disease. On the basis of these observa- 
tions and from a review of the literature, the author concludes 
that the low incidence of surgical mastoiditis in the past few 
years is due to the low incidence of acute suppurative otitis 
media rather than to the routine use of chemotherapeutic and 
antibiotic agents. The role of chemotherapy in preventing surgi- 
cal mastoidectomy is, at best, secondary or adjuvant. Myrin- 
gotomy is necessary in the early treatment of acute suppurative 
otitis media whether or not chemotherapeutic or antibiotic agents 
are used. 


Arkansas Medical Society Journal, Fort Smith 
48:129-150 (Nov.) 1951 


Intraocular Foreign Bodies: Localization and Surgical Treatment. G. H. 
Landers and G. C. Burton.—p. 129. 
Erythroblastosis Fetalis (Hemolytic Disease of Newborn). W. F. Mengert. 
133 


Clinical Applications of ACTH and Cortisone. D. Goldring.—p. 136. 
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California Medicine, San Francisco 


75:385-442 (Dec.) 1951 

Diagnosis of Pulmonary Coccidioidal Infections. C. E. Smith.—p. 385. 

Recent Advances in Thoracic Surgery. H. C. Maier.—p. 392. 

Study of Small Bowel Tumors with Special Emphasis on Clinical Aspects. 
E. J. Joergenson and L. A. Weibel.—p. 395. 

The Physician and the Atomic Bomb. V. P. Bond, M. C. Fishler and 
W. H. Sullivan.—p. 400. 

Rh Factor in Rural Practice: Responsibility of the General Practitioner. 
J. L. Dennis.—p. 408. 

Insulin and Insulin Mixtures—NPH Insulin. D. K. Burnham.—p. 412. 

Effectiveness of Smear Technique in Detection of Pulmonary and Gastric 
Cancer. H. S. Aijian and B. Browell.—p. 416. 

Enuresis. D. A. Charnock.—p. 421. 

Primary Postpartum Hemorrhage. G. F. Melody.—p. 425. 


Cancer Research, Chicago 
11:899-990 (Dec.) 1951. Partial Index 


Conception of Tumor Autonomy Based on Transplantation Studies: Re- 
view. H. S. N. Greene.—p. 899. 

Method of Transplanting Gastric Mucosa to Anterior Abdominal Wall 
of Rat for Local Application of Carcinogens. E. W. Toovey, L. Heller 
and D. R. Webster.—p. 912. 

Choline Oxidase Activity in Rat Liver During —— 
azobenzene Carcinogenesis. G. E. Woodward.—p. 918 

Experimental Inhibition of Carcinoma by Lymphosarcoma. A. Bruwer, 
T. C. Donald Jr., G. M. Higgins and others.—p. 922. 

Catalase Studies on Protein-Depleted Rats Bearing Jensen Sarcoma. 
D. Appleman, E. R. Skavinski and A. M. Stein.—p. 926. 

Nature of Antigen in Induced Resistance to Tumors. M. K. Barrett, 
W. H. Hansen and B. F. Spilman.—p. 930. 

Effect of High Levels of Certain Steroids on Induced Lymphocytic Leu- 
kemia in Rat. T. C. Donald Jr. and G. M. Higgins.—p. 937. 

Organ Erythrocyte and Plasma Volumes of Tumor-Bearing Mice: Oli- 
gemia of Neopiasms. R. H. Storey, L. Wish and J. Furth.—p. 942. 

Tocopherol in Tumor Tissues and Effects of Tocopherol on Development 
of Liver Tumors. R. W. Swick and C. A. Baumann.—p. 948. 

Differences in Adrenal Responsiveness to Post-Castrational Alteration as 
Evidenced by Transplanted Adrenal Tissue. R. A. Huseby and J. J. 
Bittner.—p. 954. 


Delaware State Medical Journal, Wilmington 


23:323-352 (Nov.) 1951 
Office Management of Diabetes. P. S. MacNeal.—p. 323. 
Psychiatric Consultations in General Hospital. S. G. Rogg.—p. 339. 
Endocrinology in Gynecological Practice. R. C. Hayden.—p. 342. 
Tracheotomy in Poliomyelitis. G. J. Boines.—p. 345. 
Tuberculosis Today. G. T. Evans.—p. 347. 


Diseases of Chest, Chicago 


20:575-692 (Dec.) 1951 
*Intravenous ACTH Therapy in Treatment of Bronchial Asthma. M. S. 
Segal and J. A. Herschfus.—p. 575 

Coccidioidomycosis: Review. H. G. Trimble.—p. 588. 

Double Aortic Arch (with Report of Case with Rare Type of Functioning 
Double Arch Consisting of Slightly Larger Anterior Right Arch, 
Smaller Posterior Left Arch, Right Descending Aorta and Left Liga- 
mentum Arteriosum). C. F. Storey and J. W. Crittenden.—p. 611. 

Acute Pulmonary Oedema, Endogenous and Exogenous Causes, with 
Therapy. E. L. Belknap.—p. 630. 

Pneumonectomy in Treatment of Tuberculosis in Children. G. M. Botelho, 
A. Chapchap, H. L. G. Pereira and O. V. Cordeiro.—p. 642. 

Late Complications of Extrapleural Pneumonolysis with Plombage. 
J. Goorwitch.—p. 651. 


Local Thiosemicarbazone Therapy in Tuberculous Empyema. M. R. 
Lichtenstein.—p. 668. 
Antibacterial Action of Citrus Peel Oil on Tubercle Bacillus in Vitro. 
L. Brock and H. M. Ketchum.—p. 671. 


Intravenous Administration of Corticotropin in Bronchial 
Asthma.—tTen patients with severe, acute, or intractable bron- 
chial asthma were given corticotropin (ACTH) intravenously. 
The patients were given a continuous infusion of 5% dextrose in 
distilled water (3 liters every 24 hours) containing 0.5 gm. of 
aminophylline to which 10 mg. of corticotropin per liter was 
added. A total of 30 mg. of corticotropin every 24 hours was 
given for one or more days. As improvement occurred, the dose 
was decreased to 15 or 10 mg. per 24 hours until recovery was 
obtained. Treatment was continued for one to nine days, the 
total dose ranging from 10 to 210 mg. of corticotropin, i. e., 
one-fifth to one-eighth of that required intramuscularly. Subjec- 
tive clinical improvement with a sense of euphoria was noted 
rapidly. Remissions for as long as six weeks were obtained in 
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seven patients, while partial remissions were observed in the 
others. There were no therapeutic failures. During the follow-up 
period (1 to 10 weeks) two severe recurrences were observed 
3 and 8 weeks, respectively, after treatment. Intravenous ad- 
ministration of corticotropin was particularly effective in one 
patient who had exhibited eosinophil escape and resistance to 
intramuscularly administered corticotropin. There were no 
allergic reactions to the drug, although high temperature of 
unknown origin occurred in two patients. Large doses of amino- 
phylline and antibiotics were administered orally and rectally 
following discontinuation of corticotropin to prolong the re- 
missive state. 


Baltimore 


19:383-598 (Nov.) 1951 


Roentgen Findings in Ileo-Jejunitis. R. H. Marshak, A. I, Friedman, 
B. Wolf and B. B. Crohn.—p. 383. 

*Appraisal of Long-Term Results of Surgical Treatment of Regional 
Ileitis. J. H. Garlock, B. B. Crohn, S. H. Klein and H. Yarnis.—p. 414. 

Diagnosis of Hepatitis. V. M. Sborov and T. C. Keller.—p. 424. 

Liver in Sarcoidosis. H. Shay, J. E. Berk, M. Sones and others.—p. 441. 

Morphologic Consequences of Acute Exogenous (Staphylococcic) Gastro- 
enteritis on Gastric Mucosa. E. D. Palmer.—p. 462. 

Skin Lesions in Association with Ulcerative Colitis. M. H. Samitz and 
M. S. Greenberg.—p. 476. 

Motility of Pelvic Colon and Rectum of Normal Persons and Patients with 
Ulcerative Colitis. E. A. Spriggs, C. F. Code, J. A. Bargen and others. 
—p. 480. 

Motility of Distal Colon in Nonspecific Ulcerative Colitis. F. Kern Jr., 
T. P. Almy, F. K. Abbot and M. D. Bogdonoff.—p. 492. 

Wernicke’s Disease: Clinical and Pathological Study of 9 Cases. R. S. 
Boles and R. S. Boles Jr.—p. 504. 


Observations on Effect of Drugs upon Intestinal Intubation. M. O. Cantor 
and H. P. McGinnes.—p. 516. 

Evaluation of Secretin Test in Pancreatic Disease. E. W. Heffernon and 
A. R. Gunter.—p. 526. 

Effects of Complete Vagotomy on Pyloric Sphincter and Gastric Evacu- 
ation Mechanism. J. P. Quigley and H. Louckes.—p. 533 

Erythrocyte and Serum Cholinesterase in Ulcerative Colitis. H. C. Moeller, 
J. A. Rider and J. B. Kirsner.-—p. 538. 

Effect of Adrenocorticotropic Hormone upon Fecal Lysozyme Titer in 
Ulcerative Colitis. R. W. Reifenstein and S. J. Gray.—p. 547. 

Correction of Steatorrhea in Bile Fistula Dogs by Duodenal and Oral 
Administration of Bile Substitutes. G. W. Searle and J. H. Annegers. 
—p. 558. 

Effect of Various Compounds on Trypsin Activity. J. C. Calandra, L. L. 
Hardt and E. S. Stanish.—p. 564. 


Surgical Treatment of Regional Ileitis—The authors had pre- 
viously reported on 137 patients operated on for regional ileitis 
or ileocolitis and followed for from 2 to 14 years. In this report 
the period of observation of 126 had lengthend to 9 to 21 years. 
The recurrence rate rises slowly the longer patients operated on 
for regional ileitis are followed, but it is pointed out that there 
is a long period of excellent health before recurrence if operative 
treatment is considered palliative rather than curative. No other 
form of therapy is as beneficial for so long a period. There 
appears to be a pronounced difference in the mortality and re- 
currence rates of patients subjected to ileocolostomy and of 
those subjected to ileocolic resection. In the former there were 
no operative deaths, and the over-all recurrence rate was 22.8%. 
In the latter the mortality was 14% and the over-all recurrence 
up to 46%. Late recurrences tended to heal spontaneously. It 
would seem as if the original virulence of the disease had “burnt 
itself out.” Eight patients died years later of intestinal obstruc- 
tion due to mechanical causes, but the authors do not believe 
that the incidence of late obstruction in this particular group 
is any greater than would be found in all patients who have 
undergone abdominal operations. Recent experience with ex- 
tensive resections of the small bowel for jejunoileitis in a few 
additional patients demonstrated their rapid recovery, weight 
gain, and minimal bowel disturbance. For many years surgeons 
believed that extensive resections for diffuse small bowel disease 
would necessarily result in severe nutritional disturbances fre- 
quently incompatible with life. In one patient referred to above, 
only 3% ft. (107 cm.) of normal jejunum remained. Yet there 
was a weight gain of 30 ibs. (13.6 kg.), diarrhea was minimal, 
and the patient returned to work. This change in attitude toward 
radical and extensive small bowel resection may alter the ap- 
proach to the recurrence problem in surgical treatment of ileitis. 
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GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 


4:1-210 (Dec.) 1951 
Misconceptions About Uterine Cancer. R. B. Scott and J. W. Reagan. 


3. 

Confident Childbirth. E. M. Marsh.—p. 43. 

Examination of Apparently Well Baby. K. Hammond.—p. 53. 

Acute Head Injuries. H. J. Svien and H. W. Dodge Jr.—p. 59. 

Analyzing Psychosomatic Relationships. I. Stevenson.—p. 67. 

Practical Therapeutics—Treatment of Bronchial Asthma, A, H. Unger 
and L. Unger.—p. 79 


lilinois Medical Journal, Chicago 


100:325-378 (Dec.) 1951 


Physiography and Disease in Illinois. D. J. Davis.—p. 326. 

Management of Deafness. G. E. Shambaugh Jr.—p. 335. 

Complications of Puerperium. C. G. Collins, J. H. Collins and F. G. 
Nix.—p. 338. 

The Practicing Physician and Public Health. W. L. Bierring.—p. 344. 

Some Observations on Gastro-Intestinal Distention. W. G. Maddock. 
—p. 349. 

Has Sympathectomy Kept Its Promise in the Treatment of Essential 
Hypertension? G. de Takats.—p. 353. 

Ambulatory Treatment of Retinal Vascular Disease. F. W. Parker. 
—p. 358. 

Subdeltoid Bursitis. H. O. Hallstrand.—p. 361. 

Short Study of Iritis: Significance of Early Diagnosis and Treatment. 
J. Shanks.—p. 366. 


International Journal of Leprosy, New Orleans 
19:265-394 (July-Sept.) 1951 


Sulfoxone Sodium (Diasone) in Treatment of Leprosy: Summary Analysis 
of Field Reports. E. R. Kellersberger and W. Rule.—p. 265. 

Leprosy and Antileprosy Activities in Indonesia. R. Boenjamin.—p. 277. 

Leprosy in Prisons of French Guiana; Its Evolution During Century 
(1852-1950): Particulars. H. Floch.—p. 283. 

Pathogenesis of Bone Changes in Neural Leprosy. J. Barnetson.—p. 297. 

*Contribution to Study of Seroiogy of Leprosy. N. Olmos Castro and 
A. A. Bonatti.—p. 309. 

Colloidal Gold Reaction in Spinal Fluid in Leprosy. R. P. Koenigstein 
and S. T. Chang.—p. 323 


Serology of Leprosy.—Since 1943 Olmos Castro and Bonatti 
have investigated specific changes in the serum in leprosy. They 
employed a lipid extract of leproma tissues as the antigen of 
microflocculation and complement fixation tests. The micro- 
flocculation test is preferred because of its simplicity. Two 
techniques have been used, the qualitative or diagnostic reaction 
and the quantitative or dosimetric reaction. The quantitative 
technique is employed for interpretation of the clinical form and 
stage of the infection. The authors discuss the pathogenesis of 
the serologic phenomena and show that the microreaction is of 
the specific heterophilic type. Serologic tests may be useful in 
determining whether conditional paroles should be granted to 
patients with nodular leprosy. 


Journal of Allergy, St. Louis 


22:487-586 (Nov.) 1951 


Purpura Due to Food Sensitivity: The Use of Skin Testing in Etiological 
Diagnosis. G. R. Ancona, M. J. Ellenhorn and E. H. Falconer.—p. 487. 

Bronchial Asthma, Urticaria, and Allergic Rhinitis from Tannic Acid. 
T. G. Johnston, A. G. Cazort, H. N, Marvin and others.—p. 494. 

Significance of Antistreptolysin Titer in Respiratory Allergy. C. Y. Sugi- 
hara and T. L. Squier.—p. 500. 

Immunophysiology of Serum Sickness: Alterations in Blood Volume and 
Thiocyanate Space in Relation to Humoral Antibodies in Rabbits 
Sensitized with Human Albumin or Globulin. J. K. Aikawa, E. H. 
Yount, G. T. Harrell and T. M. Jennings.—p. 508, 

Topical Application of Cortisone in Intractable Bronchial Asthma. 
M. London and F. W. Alexander.—p. 518. 

Effect of Miami (Fla.) Climate on Imported Allergic Problems. N. Zivitz. 
—p. 524. 

Pollen Counts: Variability and Percentage Error in a Given Location 
Under Standard Conditions. J. Spiegelman and G. I. Blumstein. 
—p. 536. 

Comparative Skin Testing in Antecubital and Popliteal Spaces. R. D. 
Wiseman.—p. 

Purpura Simplex Due to Antihistaminic Drugs. I. H. Uvitsky.—p. 544. 

Subcutaneous Emphysema in Bronchial Asthma. N. Van Wezel.—p. 547. 

Importance of Hyperplastic Sinusitis in Bacterial Allergy. R. C. Grove. 
—p. 550. 
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Journal of Clinical Investigation, Cincinnati 
30:1157-1304 (Nov.) 1951 


Observations on Alterations in Electrolytes and Fluid Balance in Patients 
with Cirrhosis of Liver With and Without Ascites. W. E. Ricketts, 
L. Eichelberger and J. B. Kirsner.—p. 1157. 

*Systemic Toxic Responses of Patients to Treatment with Streptokinase 
Streptodornase (SK-SD). W. N. Hubbard Jr.—p. 1171. 

Mechanics of Airflow in Health and in Emphysema. H. Dayman, 
—p. 117 

Studies in Diurnal Variation of Water and Electrolyte Excretion: Noc- 
turnal Diuresis of Water and Sodium in Congestive Cardiac Failure 
and Cirrhosis of Liver. R. Goldman.—p. 1191. 

Renal Function as Factor in Fluid Retention in Patients with Cirrhosis 
of Liver. S. H. Leslie, B. Johnston and E. P. Ralli.—p. 1200. 

*Urinary and Fecal Excretion of Mercury in Man Following Administra- 
tion of Mercurial Diuretics. J. Grossman, R. E. Weston, R. A. Lehman 
and others.—p. 1208. 

Renal Extraction and Excretion of Mercury in Man Following Intra- 
venous!y Administered Mercurial Diuretics. R. E Weston, J. Grossman, 
R. A. Lehman and others.—p. 1221. 

Turnover Rate of Serum Albumin in Man as Measured by ["™-Tagged 
Albumin. K. Sterling.—p. 1228. 

Serum Albumin Turnover in Laennec’s Cirrhosis as Measured by I. 
Tagged Albumin. K. Sterling.—p. 1238. 

Circulatory Effects of Raised Airway Pressure During Cyclopropane 
Anesthesia in Man. H. L. Price, B. D. King, J. D. Elder and others. 
—p. 1243. 

Interrelationships of Cardiovascular, Renal and Electrolyte Effects of 
Intravenous Digoxin in Congestive Heart Failure. L. W. Eichna, S. J. 
Farber, A. R. Berger and cthers.—p. 1250 

Effect of Mercurial Diuretics on Renal Ammonia and Titratible Acidity 
Production in Acidotic Human Subjects with Reference to Site of 
Diuretic Action. R. E. Weston, J. Grossman and L. Leiter.—p. 1262. 

Studies with Inagglutinable Erythrocyte Counts: Ill. Kinetics of Ery- 
throcyte Destruction in Human Beings. R. F. Sheets, C. D. Janney, 
H. E. Hamilton and E. L. DeGowin.—p. 1272. 

Studies in Edema: Ul. Effect of Pitressin on Renal Excretion of Water 
and Electrolytes in Patients With and Without Liver Disease. A. G. 
White, G. Rubin and L. Leiter.—p. 1287. 

Site of Inhibition of Blood Clotting by Soy Bean Trypsin Inhibitor. 
M. B. Glendening and E. W. Page.—p. 1298. 
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Toxic Responses to Str nase. — Twenty- 
eight patients who received 90 local instillations of streptococcic 
concentrates containing streptokinase and streptodornase for a 
variety of suppurative and hemorrhagic diseases were observed 
for evidence of acute and delayed toxicity. Of the 28 patients, 
20 had one or more reactions lasting from 12 to 48 hours. Of 
the total of 44 reactions, 22 consisted of fever associated with 
leukocytosis and appearance of formed elements in the urine, 
and sometimes with glycosuria and proteinuria. Fever appeared 
within 4 to 6 hours, reached its maximum level within 24 hours, 
and disappeared within 24 to 48 hours. The remaining 22 re- 
actions were afebrile and consisted of an increase in white or 
red blood cells in the urine or of leukocytosis. The cause of 
the reactions has not yet been clearly determined, but they may 
be due primarily either to foreign materials present in the 
solutions of streptokinase-streptodornase or to the breakdown 
products of their enzymatic action. Delayed toxicity was not 
observed in any patient. 


Urinary and Fecal Excretion of Mercury.—The 24 hour urinary 
and fecal excretions of mercury after repeated administration 
of mercurial diuretics were studied in 17 patients, 13 of whom 
were in congestive heart failure with a restricted daily sodium 
intake of 8 to 10 mEq. Following intravenous or subcutaneous 
injection of 2 ml. of mercaptomerin (thiomerin®) sodium or 
intramuscular injection of 2 ml. of meralluride injection (mer- 
cuhydrin®), about 60 to 95% of the injected mercury was ex- 
creted in the urine during the first 24 hours. Mercury continued 
to appear in the urine for the next day or so in highly variable 
amounts. Daily fecal excretion of mercury rarely exceeded 1 
to 2 mg. for the days immediately following the injection, but 
measurable quantities (greater than 0.3 mg.) were recovered for 
some time thereafter. After intravenous injection of a mercurial 
diuretic approximately 50% of the mercury was excreted in the 
urine within two and a half to three hours. After subcutaneous 
injection the rate of mercury excretion during the first 30 to 60 
minutes was reduced. In most cases it was impossible to recover 
all the mercury even when analyses were continued over a con- 
siderable period. Mercaptomerin sodium and meralluride injec- 
tion do not appear to differ significantly with respect to the 
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fraction of the injected mercury that can be accounted for. 
Neither ammonium chloride, which enhances, nor desoxycorti- 
costerone acetate, which inhibits, the diuretic response to mer- 
curials affected the renal excretion of mercury. In one pa- 
tient, aminophylline (theophylline ethylenediamine) administered 
simultaneously with a mercurial diuretic but into a separate vein 
produced an early pronounced increase in urinary mercury ex- 
cretion. With respect to recently proposed regimens involving 
frequent, even daily, administration of mercurials, the authors’ 
results suggest that daily administration of 2 ml. of a mercurial 
diuretic would inevitably lead to accumulation of mercury in 
the body. The early excretion of a large fraction of the injected 
mercury before the onset of diuresis supports the concept that 
relatively little of the administered mercurial is actively in- 
volved in the production of diuresis. More knowledge of the 
forms of excretion of mercury and their filterability is essential. 


Journal of Infectious Diseases, Chicago 


89:209-306 (Nov.-Dec.) 1951 

Experimental Human Salmonellosis: III. Pathogenicity of Strains of 
Salmonella Newport, Salmonella Derby, and Salmonella Bareilly 
Obtained from Spray-Dried Whole Egg. N. B. McCullough and 
C. W. Ejisele.—p. 209. 

Pathogenicity of Mucoid Variants of Brucellae for Guinea Pigs. L. M. 
Jones and D. T. Berman.—p. 214. 

Effect of Pituitary Adrenocorticotrophic Hormone on _ Experimental 
Tetanus in Mice. S. Spector and R. D. Mercer.—p. 224 

Recovery of L Forms of Brucella and Their Relation to Brucella Phage. 
E. L. Nelson and M. J. Pickett.—p. 226. 

Kinetic Aspects of Hemolysis by a-Toxin of Clostridium Welchii and 
Its Inhibition by Antitoxin. W. Burrows.—p. 2: 

Antigenic Differences in Two Tuberculin Protein Fractions. F. B. Seibert, 
C. Crumb and E. H. Dufour.—p. 252. 

*Experimental Human Salmonellosis: IV. Pathogenicity of Strains of 
Salmonella Pullorum Obtained from Spray-Dried Whole Egg. N. B. 
McCullough and C. W. Eisele.—p. 259. 

Growth and Manometric Studies on Carbohydrate Utilization of Bru- 
cella. N. B. McCullough and G. A. Beal.—p. 266. 

Studies in Patholgy and Pathogenesis of Experimental Brucellosis: III. 
Investigations Pertaining to Function of Spleen. A. I. Braude and 
W. W. Spink.—p. 272. 

Studies on Mechanism of Antagonism by Aerobacter Strains. R. E. 
Bowling and E. S. Wynne.—p. 277. 

Studies in Bacillary Dysentery: III. Mobilization of Specific Antibody 
into Intestine of Rabbit as Response to Homologous Living Dysentery 
Bacilli. L. M. Gonzalez and E. Koppisch.—p. 281. 

Studies on in Vivo Fate of Brucella Variants with Different Virulence. 
W. Braun, A. N. Gorelick, M. Kraft and D. D. Mead.—p. 286. 

Influence of Sex of Mice on Histamine Sensitivity and Protection Against 
Hemophilus Pertussis. M. Pittman.—p. 296. 

Comparison of Histamine-Sensitizing Property with Protective Activity 
of Pertussis Vaccines for Mice. M. Pittman.—p. 3 


Salmonellosis from Spray-Dried Whole Egg.—This is the fourth 
of a series of investigations on the pathogenicity for man of 
strains of Salmonella organisms obtained from spray-dried whole 
egg. In the earlier studies the pathogenicity of Salmonella 
meleagridis, S. anatum, S. newport, S. derby, and S. bareilly 
derived from spray-dried whole egg were reported. The present 
paper reports studies with S. pullorum. The volunteers were in- 
mates of a state prison. On admission all inmates of this insti- 
tution are routinely given prophylactic immunization against 
typhoid, and yearly booster shots are administered thereafter. 
Since most of the subjects were long term inmates, many had 
received this immunization repeatedly. Three strains of Sal- 
monella pullorum from spray-dried whole egg and one strain 
from a human were fed to the volunteers in graduated dosages. 
Illness was produced with all four strains in dosages ranging 
from 1.3 to 10 billion organisms. The characteristic illness was 
fulminating but brief. The organism was isolated from the stool 
only on the first or second day of illness. The organism was 
never recovered when fed at levels lower than those producing 
illness. Brief clinical histories are given of 27 of the volunteers. 
The dosages of the strains derived from spray-dried egg were 
of the same order of magnitude as those required with the 
strain obtained from a human. Much larger doses of S. pullorum 
strains were required to produce illness than of the other Sal- 
monella strains. The clinical picture produced by S. pullorum 
was somewhat different from that noted with the other species, 
The explosive onset of illness in a number of the subjects is 
noteworthy, as well as the acute nature of most of the illnesses. 
The high fever and prostration on the first day of illness was 
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striking. Although the illness was often fulminating, recovery 
was surprisingly prompt, most subjects recovering in two or 
three days. The authors speculate on the possible modifying 
effects of the previous typhoid immunization and the size of 
the infective dose on the nature of the illness. 


Journal Nat. Cancer Inst., Washington, D. C, 
12:1-258 (Aug.) 1951. Partial Index 


On Etiology of Some Human Cancers. J. Clemmesen.—p. 1. 

Function of Transplantable Tumors of Thyroid Gland in C3H Mice. 
S. H. Wollman, H. P. Morris and C. D. Green.—p. 27. 

Studies of Various Tests for Malignant Neoplastic Diseases: VI. Tests 
for Least Coagulable Serum Protein and lodoacetate Index. L. D. 
Ellerbrook, E. C. Meek and S. W. Lippincott.—p. 49. 

Relation of Cortisone-Induced Lymphopenia to Transplanted Sarcoma in 
Hamsters. E. D. Crabb and M. A. Kelsall.—p. 91. 

Studies on Blood Supply of Tumors in Man: III. Vascular Patterns of 
Liver by Hepatic Arteriography in Vivo. H. R. Bierman, R. L. Byron 
Jr., K. H. Kelley and A. Grady.—p. 107. 

Blood Pentolysis in Rats Bearing Induced Sarcomas: Evaluation. S. N. 
Steen.—p. 195. 

Modification of Irradiation Injury in Mice and Guinea Pigs by Bone 
Marrow Injections. E. Lorenz, D. Uphoff, T. R. Reid and E. Shelton. 
—p. 197. 


J. Neuropath. and Clinical Neurology, Chicago 
1:261-326 (Oct.) 1951 


Sclerodermal Muscular Atrophy Associated with Fasciculations: Clinical- 
Pathological Study of a Case. G. B. Hassin and P. M. Levin.—p. 261. 

Clinically Unsuspected Carcinoma of Lung with Multiple Metastatic 
Lesions in Brain; Neurologic Findings Not Readily Explained by 
Location of Metastases in Brain: Report of Case. W. Riese and J. M. 
Meredith.—p. 278. 

Subacute Ascending Paralysis of Duchenne: Report of Two Cases. I. C. 
Sherman and R. L. Tentler.—p. 

Impregnation of Oligodendroglia in Cobalt- Fixed and in Paraffin-Imbedded 
Material. R. C. Lewis.—p. 291. 

Ocular Palsies Associated with Diabetes Mellitus. L. A. Kaplan.—p. 295. 

Treatment of Sciatica (Including That Caused from Herniated Discs) by 
Presacral Injection of Novocaine. A. Stender.—p. 301. 

Seizure Ipsilateral to Cerebral Lesion. F. M. Forster. 

Tumor in " Neck Produced by Thorotrast Spilled imto Tissues During 
Arteriograpny. R. K. Jones.—p. 313 

Periodic Paralysis Associated with Hyperthyroidism: Case Report. R. D. 
Kepner.—p. 316. 

Nocturnal Dysesthesias: Schultze-Wartenberg Syndrome. G. B. Hassin. 
—p. 320. 


Journal of Thoracic Surgery, St. Louis 
22:439-548 (Nov.) 1951 


Prognosis of Residual Bronchiectasis After Incomplete Resection. G. P. 
Rosemond, W. E. Burnett and J. Humphrey-Long.—p. 439. 

Radical Pneumonectomy. W. G. Cahan, W. L. Watson and J. L. Pool. 
—p. 449. 

Pleuropulmonary Resection with Hemidiaphragmectomy: Preliminary 
Report. B. H. Cotton and J. R. F. Penido.—p. 474. 

Management of Patient with Inoperable Cancer of Chest. R. H. Meade Jr. 
and R. A. Rasmussen.—p. 490. 

*Radioactive Isotopes in Palliative Management of Carcinomatosis of 
Pleura. E. M. Kent and C. Moses.—p. 503. 

Identification of Regional Lymph Nodes in Treatment of Bronchiogenic 
Carcinoma. J. A. Weinberg.—p. 517. 

Temporary Unilateral Occlusion of Pulmonary Artery: New Method of 
Determining Separate Lung Function and of Radiologic Examinations, 
E. Carlens, H. E. Hanson and B. Nordenstr6m.—p. 527. 

Observations on Hemodynamics of Bronchialpulmonary Vascular Com- 
munications. D. P. Shedd, R. D. Alley and G. E, Lindskog.—p. 537. 


Radioactive Isotopes in Carcinomatosis of Pleura.—Carcinoma- 
tosis of the pleura with profuse effusion is one of the compli- 
cations of malignant neoplasms. Patients with this complication 
have recurring, severe dyspnea as the pleural space fills with 
fluid after each aspiration. Efforts to stop or delay the formation 
of pleural fluid have been of little avail. Roentgen therapy offered 
some benefit, but since the rays cannot be directed accurately 
at the pleural implantations, even this proved largely ineffective. 
Radioactive isotopes were considered as a possible source of 
irradiation therapy, inasmuch as these substances can be injected 
directly into the pleural effusion and irradiate all surfaces of the 
cavity. An arbitrary dosage of 10 mc. of I'*! was chosen initially 
for this investigation, but this dosage was later increased to as 
much as 30 mc. The I'*! was transferred to a hot, sterile screw 
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cap bottle of 50 to 100 ml. capacity. The pleural effusion was 
aspirated into the bottle containing I'*1, and then reinjected 
into the pleural cavity. This fluid was aspirated and reinjected 
several times in an attempt to deliver all of the isotope into the 
pleural space. Radioactive iodine in weak basic sodium sulfite 
solution was initially used, and when radioactive colloidal gold 
(Au'®8) and I'*! tagged human albumin became available, these 
isotopes were used in a few patients. Tables summarize the data 
obtained in the study of 19 patients, 14 of whom had primary 
carcinoma in the lung, 4 in the breast, and 1 in the anterior ab- 
dominal wall. Three of the 19 patients died too soon after ther- 
apy to evaluate the results, and in 3 patients the formation of 
pleural fluid was retarded but not entirely checked. In 13 pa- 
tients the formation of pleural fluid was completely checked. 
Since I'5! rapidly disappeared from the pleural space, the bene- 
ficial response is difficult to explain. It seems unlikely that a beta 
ray dosage large enough to cause severe destruction of tumor 
cells was delivered. However, there can be no doubt that fluid 
production was retarded or stopped. Perhaps this can be accom- 
plished with beta radiation dosage much smaller than that nec- 
essary to cause tissue destruction. Additional experimental work 
is in progress to determine the optimum radiation dosage and 
most suitable isotope for this type of therapy. 


Journal of Urology, Baltimore 


66:735-830 (Dec.) 1951 

Renal Tuberculosis with Addison’s Disease. W. J. Engel, R. S. Graves 
and R. W. Schneider.—p. 735. 

Differential Diagnosis Between Renal Tumors and Cysts. W. L. Ains- 
worth and S. A. Vest.—p. 740. 

Malakoplakia of Bladder. D. R. Higbee and T. E. Kilfoyle.—p. 750. 

Prevention of Urinary Incontinence Following Radical Prostatectomy: 
Preliminary Report. E. F. Hock.—p. 753. 

Spontaneous Activity of Detrusor Muscle in Cat. E. H. Ingersoll and 
E. S. Hegre.—p. 758. 

Departure from the Bag Catheter in Prostatectomy. J. W. Headstream 
and H. N. Marvin.—p. 765. 

*Prostatic Smear and Its Clinical Usefulness. H. Peters.—p. 770. 

Genital Tuberculosis in the Male; Concept of Its Pathogenesis and Treat- 
ment. R. F. Jones.—p. 778. 

Multicentric Origin of Papillary Tumors of Urinary Tract. J. H. Kaplan, 
J. R. McDonald and G. J. Thompson.—p. 792. 

Fluid Balance in Urological Patient: Disturbances in Renal Regulation 
of Excretion of Water and Sodium Salts Following Decompression of 
Urinary Bladder. B. Wilson, D. D. Reisman and C. A. Moyer.—p. 805, 

Acute Intermittent Porphyria. W. M. Ivers.—p. 816. 


Usefulness of Prostatic Smear.—Of 341 patients from whom 
prostatic smears were obtained and studied in the division of 
urology at the University of Rochester School of Medicine, 72 
had carcinoma of the prostate. A cancerous prostate sheds cells 
into the prostatic secretion that can be recognized microscopi- 
cally. The prostatic smears of 63 of these 72 patients contained 
malignant cells, 6 contained cells suggestive of malignant growth, 
and 3 showed no characteristic cells (false negative smears). 
One false positive smear was reported as containing malignant 
cells, but benign prostatic hypertrophy was demonstrated on 
microscopic examination. Of the 72 patients who were later 
proved to have carcinoma, 3 were not suspected of having the 
disease when first seen; in these patients the prostatic smear 
aided in establishing the diagnosis earlier than would have been 
possible if cytological examination had not been made. Of several 
patients with prostatic carcinoma who were given estrogen 
therapy and followed with prostatic smears taken at intervals, 
18 were observed long enough to give a preliminary report on 
the usefulness of the prostatic smear in evaluating cancer 
therapy. Eleven patients responded well to hormone therapy. 
Their prostates decreased in size and the consistency changed 
from hard to soft. The smears of eight of these patients showed 
either characteristically degenerated cells or, if the period of 
observation had been long enough, disappearance of the malig- 
nant cells. The smears of three patients with a good clinical 
response to therapy continued to show unaltered malignant cells. 
In seven patients the clinical response to therapy was poor, and 
all smears obtained from these patients continued to show malig- 
nant cells. Despite the small number of patients, the author’s 
observations suggest that changes in the structure of the prostatic 
secretion or the failure of these changes to occur may be used 
as an additional guide to therapy. 


J.A.M.A., March 15, 1952 


Kansas Medical Society Journal, Topeka 


§2:525-576 (Nov.) 1951 
Surital Sodium: I. Clinical Use. P. H. Lorhan, G. Guernsey and M. M 
Devine.—p. 525. 
Id.: Il. Comparison with Pentothal Sodium. P. H. Lorhan and M. M. 
Devine.—p. 528. 
Treatment of Attack of Bronchial Asthma. E. A. Brown.—p. 529, 
Appendicitis: Review of 579 Cases. D. L. Evans.—p. 535. 


Maine Medical Association Journal. Portland 
42:355-384 (Dec.) 1951 


Simmonds’ Disease Following Irradiation of Pituitary Gland for Acro- 
megaly: Case Report. L. O. Warren.—p. 355. 

ACTH and Cortisone in Treatment of Weber-Christian Disease: Case 
Report. D. W. Drew, A. A. Wasson and L. E. Morris Jr.—p. 357. 

Problems Encountered in the Newborn Child: Symposium. B. L. Shapero, 
E. E. Brown, F. C. Emery and A. W. Fellows.—p. 360. 

Chioroquine in Treatment of Acute Amebic Abscess of Caecum: Case 
Report. G. J, Tobias and B. G. Anderson.—p. 367. 


Minnesota Medicine, St. Paul 


34:1045-1132 (Nov.) 1951 


Neoplasms of Bony Pelvis Producing the Sciatic Sydrome. E. C. Paulson. 
—p. 1069 

Intestinal Obstruction Associated with Fibrocystic Disease of Pancreas: 
Report of Three Cases. J. D. Rogers, A. H. Baggenstoss, J. E. Mus- 
grove and R. L. J. Kennedy.—p. 1075. 

Treatment of Congestive Heart Failure. J. F. Briggs.—p. 1082. 

New Developments in Use of Cortisone in Rheumatoid Arthritis. P. J, 
Bilka.—p. 1088. 

Early Use of ACTH in Severe Burn: Report of Case. H. de Kruif and 
N. H. Baker.—p. 1092. 

Routine Use of Tub Baths in Postpartum Perineal Care. J. E. Hodgson 
and L. A. Day.—p. 1094, 

*Prevention of Postanesthetic Nausea with Dimenhydrinate (Dramamine ®), 
D. K. Millett and M. O. Henry.—p. 1096 


Dimenhydrinate to Prevent Postanesthetic Nausea.—Millett and 
Henry used dimenhydrinate (dramamine™) as part of the pre- 
anesthetic medication in 69 patients undergoing anesthesia for 
orthopedic procedures ranging from simple manipulations to 
major reconstructions. The dosage of dimenhydrinate was 50 
mg. for children and 100 mg. for adults given orally 30 to 45 
minutes before surgery. It may also be given rectally as a sus- 
pension in.20 cc. of isotonic sodium chloride solution. The only 
other preanesthetic medication was morphine, 1/6 grain (11 
mg.), with scopolamine (or atropine), 1/150 grain (0.43 mg.), 
for an average adult. The anesthetic used was 2.5% thiopental 
(pentothal) sodium with 4 units of curare per cubic centimeter 
given intravenously and supplemented with nitrous oxide. The 
anesthetic time varied from 5 minutes to 2 hours and 35 minutes. 
An exact record was kept of any postanesthetic nausea or vomit- 
ing, and the patient’s ability to take food and fluids by mouth, 
Thirty-three patients undergoing similar orthopedic operations 
served as controls. Four of the 69 patients who had received 
dimenhydrinate complained of some nausea after operation but 
did not vomit. A child who had received ether for nearly two 
hours vomited once. Twenty-five of the 69 patients had been 
subjected to anesthesia before, and 16 of these 25 recalled that 
they had had nausea and vomiting on the previous occasion. 
After having received dimenhydrinate, only 2 of the 25 were 
slightly nauseated. The authors observed no untoward reactions 
from dimenhydrinate, and they feel that it is a valuable addition 
to preanesthetic medication. 


New Jersey Medical Society Journal, Trenton 


48:537-584 (Dec.) 1951 


Abnormal! Potassium Metabolism. R. D. Goodman II.—p. 539. 

Spontaneous Hematoma of Rectus Abdominus Muscle Simulating Acute 
Appendicitis. G. G. Carp.—p. 544. 

Quintuplet Pregnancy. A. C. Lawrence and A. J. Pauli.—p. 547. 

Psychiatric Problems in General Practice. A. Bronner.—p. 551. 

Nursery Procedure at the Englewood Hospital. G. Heller.—p. 554. 

Consecutive Myocardial Infarctions: Report of Three Attacks in a Young 
Man with, Complete Recovery. B. B. Kun and T. J. White.—p. $56. 

“Functional Constipation”: Case History. G. J. Kempe.—p. 562. 

Death from Anaesthesia. The Maternal Welfare Committee.—p. 563. 
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Physiological Reviews, Baltimore 


31:345-512 (Oct.) 1951 


Metabolism of Hemin Chromoproteins. D. L. Drabkin.—p. 345. 

Micromethods and Their Application in Study of Enzyme —— in 
Tissues and Cells. H. Holter and K. Linderstrom-Lang.—p. 432. 

Carbohydrate and Fat as Factors in Protein Utilization and Metabolism, 
H. N. Munro.—p. 449. 


Structure and Physiological Functions of Ferritin. S. Granick.—p. 489. 


Postgraduate Medicine, Minneapolis 

10:459-538 (Dec.) 1951 
Fat Metabolism in Coronary Atheroma. M. B. Plotz.—p. 459. 
Malignant Ovarian Tumors. F. H. Falls.—p. 465. 
Surgical Treatment of Duodenal, Gastric and Anastomotic Ulcer. I. R. 

Trimble and D. H. Lynn.—p. 469. 

Gastric Vagotomy in Treatment of Peptic Ulcer. L. R. Dragstedt.—p. 482. 
Medical Responsibility for Juvenile Delinquency. N. Blackman.—p. 499. 


Radiology, Syracuse, N. Y. 
57:629-796 (Nov.) 1951 


Pulmonary Complications of Acute Bulbar Poliomyelitis. G. Jacobson, 
S. R. Cohen and R. A. Carter.—p. 629. 

Reticuio-Endotheliosis (Hand-Schiiller-Christian Disease). J. R. Hodgson, 
R. L. J. Kennedy and J. D. Camp.-—p. 642. 

*Reticulo-Endotheliosis of Children: Treatment with Roentgen Rays. D. S. 
Childs and R. L. J. Kennedy.—p. 6 

Pelvic Dimensions in Eutocia and Dystocia. P C. Hodges and R. L. 
Nichols.—p. 661. 

Hepatolienography: Past, Present, and Future. S. F. Thomas, G. W. 
Henry and H. S. Kaplan.—p. 669. 

Roentgen Demonstration of Venous Circulation in oo Portal Ven- 
ography. G. E. Moore and R. B. Bridenbaugh.—p. 

Portal Venography: Preliminary Report. C. G. Child a. Ww. D. O’Sulli- 
van, M. A. Payne and R. D. McClure Jr.—p. 691. 

*Treatment of Radiation Sickness with ACTH: Preliminary Report of 14 
Cases. K. W. Taber.—p. 702. 

Backache and Its Relation to Ruptures of Intravertebral Disks. K. Lind- 
blom.—p. 710 

Studies with Radioiodine: Il, Problem of Dosage in Treatment of Hyper- 
thyroidism. E. R. Miller and G. E. Sheline.—p. 720. 

*Thyroid Carcinoma with Multiple Metastases and Pathological Fracture, 
Successfully Treated with Radioiodine: Report of Case. J. Sorrentino, 
B. Roswit and R. Yalow.—p. 729. 

Congenital Obstruction of Transverse Colon. N. Safran and A. M. Green- 
berg.—p. 738. 

Use of Nine and One-Half-Inch Roll-Film Cassette with Conventional 
Spot-Filming Fluoroscopic Tables for Angiocardiography. J. H. Went- 
worth.—p. 741. 

Preliminary Report on Radiography in Rapid Sequence. S. M. Wyman 
and F. Scholz.—p. 748. 


Roentgen Treatment in Keticuloendotheliosis.—Reticuloendo- 
theliosis is characterized by collections of hyperplastic reticulo- 
endothelial cells in bone and soft tissue. Clinical and pathologic 
manifestations of this disease may vary, but three general types 
are recognized: Letterer-Siwe disease, Hand-Schiiller-Christian 
disease, and eosinophilic granuloma of bone. This paper reports 
the experience at the Mayo Clinic with irradiation therapy in 
12 children with reticuloendotheliosis. The first of these patients, 
who was seen in 1927, was treated with radium intermittently 
for a year. Fifteen years following the last treatment, the patient 
was apparently free from disease. The remainder of the patients 
received roentgen therapy. They were seen at intervals of from 
one to three months, and every active lesion was treated. For 
superficial lesions of the soft tissue and for lesions of the skull, 
mandible, or long bones, a single portal over the affected region 
was used. For more deeply situated lesions, such as those of the 
pelvic bones, liver, spleen, or lungs, treatment was given through 
several portals. A single dose of from 150 to 200 r, measured 
in air, was given at each portal. From one to four portals were 
used daily. The technical factors were 130 kv., half-value-layer 
0.3 mm. Cu, distance 40 cm. The estimated tumor dose per 
lesion per course of treatment was approximately 200 r. All of 
the patients were four years of age or younger. Defects of the 
skull were present in every case; lesions of other bones were 
present in all but one. Six of the patients had lymphadenopathy, 
hepatomegaly, or splenomegaly. In only two cases was the entire 
triad of diabetes inspidus, exophthalmos, and bone defects ob- 
served. Nine of the 12 patients responded well to treatment 
and the disease seems arrested. In the other three patients the 
condition progressed rapidly and death ensued. The authors feel 
that radiation therapy should be tried in all cases of reticulo- 
endotheliosis. 
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Corticotropin in Radiation Sickness.—Only patients who were 
treated exclusively with corticotropin (ACTH) after other 
methods of treatment had been discontinued and who have com- 
pleted their radiation therapy have been selected for this report. 
Most of them had received intensive x-ray therapy for several 
weeks before becoming ill enough to warrant the corticotropin 
treatment. All were treated over the torso. Most of them were 
given 200 r (in air) of hard x-rays (half value layer 4 mm, Cu) 
daily or thrice weekly through sizable ports (approximately 10 
by 15 cm.) totaling 2,000 r per port (in air). Fourteen patients 
were given 10 mg. doses of corticotropin intramuscularly, daily 
or thrice weekly while irradiation was continued. Twelve were 
relieved promptly after a few such injections. In one of these, 
several relapses occurred, but relief was obtained each time by 
a few more injections. In the 13th patient response was delayed, 
possibly due to renal complications incident to the primary dis- 
ease. The 14th patient died of his primary disease during this 
study. White mice receiving 300 r of total body roentgen irradi- 
ation were kept alive by daily injections of corticotropin for 10 
days in doses comparable to those given the human beings. Cor- 
ticotropin also prolonged the lives of mice that received 600 r 
of total body irradiation, but it did not benefit those receiving 
larger doses. The results of the study to date indicate that cor- 
ticotropin in small doses promptly relieves the symptoms of 
radiation sickness. 


Radioiodine for Thyroid Carcinoma with Metastases.—A patient 
with papillary follicular adenocarcinoma of the thyroid gland 
with multiple bony and soft tissue metastases was treated with 
1,246 mc. of radioactive iodine (I'*!) over a period of more than 
two years. This patient has been clinically well for two years. 
His improvement began two months after institution of radio- 
iodine therapy. A patholegical fracture of the spine of the left 
scapula healed under radioiodine therapy and has remained 
healed to date. The growth potential of the metastatic lesions 
appears to have been arrested. Histologic changes due to irradi- 
ation have been demonstrated in the metastatic foci. Minimal 
changes have been demonstrated in the hemopoietic system, as 
well as a mild degree of renal tubular damage. 


Review of Gastroenterology, New York 
18:761-832 (Nov.) 1951 


Evaluation of End Results in Surgical Management ot Chronic Duodenal 
Ulcers for Past 20 Years. J. W. Hinton.—p. 769. 

Allergy of Gastrointestinal Tract. A. F. R. Andresen.—p. 779. 

Newer Trends and Technics in Gastroscopy. L. H. Berry.—p. 791. 

Sources of Error in Radiological Diagnosis of Gastrointestinal Tract 
Disease. J. S. Lehman.—p. 796. 

Treatment of Amebiasis. 1. Snapper.—p. 801. 

Hemorrhoids: Etiology, Pathology and Treatment (Part I). R. V. Gorsch. 
—p. 506. 


Rhode Island Medical Journal, Providence 
34:569-624 (Nov.) 1951 


Common Condiiions of Feet Often Confused with Fungus Infection. 
M. A. Winkler.—p. 585. 

Physical Examination in Industry as Cancer Case-Finding Procedure. 
Cc. D. Selby.—p. 588. 

Conclusions from 10 Years Investigation of Case Work Among Derma- 
tosis Patients. F. J. Bailey.—p. 591. 

How Should Medical Records Librarian Meet Needs of eres 
Medical Records Librarian’s View, E. L. Seymour.—p. 595 


Tennessee State Medical Assn. Journal, Nashville 
44:493-536 (Dec.) 1951 


ee = Treatment of Common Contagious Dinseses. R. B. Lawson. 

Some ee of Clinical Electroencephalography. J. W. Ward.—p. 497. 

Carcinoma Arising in Fistula-in-Ano. ©. H. Long.—p. $502. 


West Virginia Medical Journal, Charleston 
47:377-414 (Dec.) 1951 


Infections of Genito-Urinary Tract. J. A. C. Colston.—p. 377. 

Acquired Hemolytic Anemia (Case Report). C. H. Hiles.—p. 383. 

Play Therapy in Pediatri¢ Maladjustment. A. S. Webster and C. G.- 
Polan.—p. 387. 

Cutaneous Manifestations of Lymphoblastoma. J. Davis.—p. 390. 

Searching for the Truth About Things. Mrs. J. F. McCuskey.—p. 393, 
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Annales Paediatrici, Basel 


177:329-388 (Dec.) 1951 


*Generalized Eosinophilic Granuloma. W. Kintzen and R. Weber.—p. 329. 
Gargoylism: Report of a Case. H. Jelke.—p. 355. 
Nonsyphilitic Osteochondritis. F. Gerloczy and K. Gefferth.—p. 374. 


Generalized Eosinophilic Granuloma.—Two fatal cases of gen- 
eralized eosinophilic granuloma are reported in a male infant 
aged three and a half months and in a man aged 40. Necropsy 
revealed generalized eosinophilic granuloma of the cervical, 
bronchial, axillary, retroperitoneal and inguinal lymph nodes, 
thymus, spleen, skeleton, lung, and pancreas in the infant, and 
generalized eosinophilic granuloma of the bone marrow, lymph 
nodes, and testes in the adult. Microscopic examination of the 
adrenal cortex revealed atrophy of the zona glomerulosa in the 
adult, while the adrenal cortex was unimpaired in the infant. 
Hyperpigmentation of the skin was observed only in the adult. 
The role of the adrenal cortex in eosinophilic granuloma is un- 
certain. The pathological observations in the authors’ two cases 
showed that death may result from generalized eosinophilic 
granuloma in the absence of lesions of Letterer-Siwe disease 
(reticulosis) or Schiiller-Christian disease (lipogranulomatosis). 


British Journal of Cancer, London 


§:289-374 (Sept.) 1951. Partial Index 


Histology of Adamantinoma. R. B. Lucas and A. C. Thackray.-—p. 289. 

Studies in Experimental Goitre: Malignant Change in Transplantable Rat 
Thyroid Tumour. H. D. Purves, W. E. Griesbach and T. H. Kennedy. 
—p. 301. 

Induction of Tumors of Bladder Epithelium in Mice by Direct Applica- 
tion of Carcinogen. J. W. Jull.—p. 328. 

Carcinogenesis in Parabiotic Rats: Tumours of Ovary Induced by Acetyl- 
aminofiuorene in Intact Females Joined to Gonadectomized Litter-Mates 
and Reaction of Their Pituitaries to Endogenous Oestrogens. F. Biel- 
schowsky and W. H. Hall.—p. 331. 

Precancerous Changes Induced by 20-Methylcholanthrene in Mouse Pros- 
tates Grown in Vitro. I. Lasnitzki.—p. 345. 

Basis for Selection of Carcinogens Likely to Produce Experimental Gas- 
tric Cancer. F. E. Ray and M. L. Jung.—p. 358. 

Secretion by Stomach of Potential Carcinogens Derived from 2-Amino- 
fluorene. F. E. Ray and J. H. Peters.—p. 364. 


British Journal of Industrial Medicine, London 


8:199-320 (Oct.) 1951. Partial Index 

Bearing of Experimental Psychology upon Human Skilled Performance. 
F. Bartlett.—p. 209. 

Effects of BAL on Metabolism of Lead and on Symptomatology in Lead 
Intoxication. E. C. Vigliani and N. Zurlo.—p. 218 

Some Observations on Toxic Properties of 3:5- Dinitro-Ortho-Cresol. V.H. 
Parker. J. M. Barnes and F. A. Denz.—p. 226. 

Value of Pulmonary Tomography in Investigation of Silicosis. L. Roche. 
—p. 236. 

“Entente Radiologique.”” A Step Towards International Agreement on 
Classification of Radiographs in Pneumoconiosis. A. L. Cochrane, 
I. Davies and C. M. Fletcher.—p. 244. 

*Pneumoconiosis in Boiler Scalers. H. E. Harding and A. P. Massie. 
—p. 256. 

Hazards of Rope Making. J. A. Smiley.—p. 265. 

Appliance for Prevention of Mercury Poisoning. F. Stocker.—p. 271. 

Toxicologic Study of Trichloroethylene; Determination in Biologic Media. 
R. Farbe and R. Truhaut. —p. 275. 

Toxicity of Methylal. F. L. Weaver Jr., A. R. Hough, B.Highman and 
L. T. Fairhall.—p. 279. 

Effect of Benzene and of Carbon Tetrachloride on Concentration of 
Certain Vitamins, Fat, and Nitrogen in Liver of Rat. M. E. 

Sass . Wolke and others.— 84. 

Plastic Splints and Appliances in Industrial Orthopaedics. J. T. Scales. 


a Study of Chromate Industry. M. Buckell and D. G, 

PP. ie aa of Lung in Chromate Workers. P. L. Bidstrup.—p. 302. 
Pneumoconiosis in Boiler Scalers.—Boiler scaling usually is 
done occasionally, but men who are engaged in this work full 
time run the risk of pneumoconiosis because the work is very 
dusty. Harding and Massie report on eight boiler scalers whose 
lungs they examined. The type of pneumoconiosis that commonly 
occurs in boiler scalers is similar to that found in coal workers. 
‘The deposition of dust is predominantly focal within small 
nodules distributed fairly evenly through the lungs, mainly in 
relation to perivascular, peribronchial, interlobular, and sub- 
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pleural lymphatics. In and around these deposits there is col- 
lagenous fibrosis that is usually not severe and commonly linear 
or radial. This type of reaction is often described as “dust reticu- 
lation,” but the authors prefer the term “mixed dust fibrosis.” 
Four of the eight patients had pneumoconiosis severe enough to 
produce disability and to be a factor in the cause of death. Two 
others had less extensive pneumoconiosis that probably was not 
a factor in their death. One of the remaining two patients had a 
minor degree of pneumoconiosis, and in the last one the patho- 
logical examination was inadequate. One of the eight patients 
had tuberculosis and two had bronchial carcinoma. Commenting 
on the fact that three died of bronchopneumonia, the authors 
state that others have observed a high incidence of upper respira- 
tory infections in boiler scalers. 


British Journal of Ophthalmology, London 


35:637-750 (Nov.) 1951 


Clinical Value of Cortisone and ACTH in Ocular Disease: Preliminary 
Assessment for the Medical Research Council. §. Duke-Elder.—p. 637. 

Series of Cases Treated Locally by Cortisone: Preliminary Report to 
Medical Research Council by the Panel on the Ophthalmological 
Applications of Cortisone and ACTH. S. Duke-Elder, O. M. Duthie, 
J. Foster and others.—p. 672. 

Action of Cortisone on Tissue Reactions of Inflammation and Repair 
with Special Reference to the Eye. S. Duke-Elder and N. Ashton. 
—p. 695. 

Effect of Cortisone on Healing of Corneal Wounds. N. Ashton and 
C. Cook.—p. 768. 

Effect of Cortisone on Vascularization and Opacification of Cornea In- 
duced by Alloxan. N. Ashton, C. Cook and M. Langham.—p. 718. 

Effect of Cortisone upon Vascularization Which Follows Corneal Burns.: 
I. Heat Burns. A. Lister and D. P. Greaves.—p. 725. 

Effect of Cortisone on Permeability of Blood-Aqueous Barrier to Fluo- 
rescein. C. Cook and R. K. MacDonald.—p. 730. 

Effect of Cortisone on Tissue Cultures. A. S. Steen.—p. 741. 


British Journal of Radiology, London 
24:581-636 (Nov.) 1951. Partial Index 


Influence of Radiology in Diagnosis and Treatment of Intrinsic Carcinoma 
of Larnyx. S. Cade.—p. 582. 

Percutaneous Vertebral Arteriography. D. Sutton and R. D. Hoare. 
—p. 589. 

Radiographic Enlargements in Diagnostic Radiology. D. E. Fletcher and 
K. A\¥ Rowley.—p. 598. 

Waveiength of X Radiation at Depth in Water Irradiated by Beams of 
X Rays. J. R. Greening and C. W. Wilson.—p. 605. 

Problems in Measurement of Bone Density. H. Jackson.—p. 613. 

Protection of Mice Against Lethal Dose of X Rays by Cyanide, Azide 
and Malononitrile. Z. M. Bacq and A. Herve.—p. 617. 


British Medical Journal, London 


2:1359-1414 (Dec. 8) 1951 

What is the Job? L. Horder.—p. 1359. 

*Treatment of Clinical Pneumonia with Antibiotics: Report by Subcom- 
mittee of Antibiotics Clinical Trials (Nontuberculous) Committee of 
Medica! Research Council. J. G. Scadding and others.—p. 1361. 

Aureomycin in Treatment of Pneumonia. M. B. Eadie, N. R. Grist and 
J. B. Landsman.—p. 1365. 

Pneumonia in West London, 1949-1950. J. W. Crofion, J. W. Fawcett, 
D. G. James and others.—p. 1368. 

Lung Involvement in Influenza. J. Fry.—p. 1374. 

Effect of Cortisone on Reaction of Skin to Ultra-Violet Light. K. A. J. 
Jarvinen.—p. 1377. 

Observations on Temperature of Human Rectum. J. Grayson.—p. 1379. 

New Example of Anti-S Agglutinin. J. J. van Loghem Jr., M. v. d. Hart 
and J. Cornelis.—p. 1383. 


Treatment of Pneumonia with Antibiotics.—The introduction 
of aureomycin and chloramphenicol raised the question whether 
one of these might not be a better primary treatment for pneu- 
monia than penicillin or the sulfonamides. A trial of aureomycin 
and chloramphenicol in clinical pneumonia was carried out by 
the Medical Research Committee of Britain at four centers— 
two in London, one in Sheffield, and one in Glasgow. Patients 
with diagnoses of pneumonia on admission were placed at ran- 
dom in one of three treatment groups: (1) those treated with aure- 
omycin; (2) with chloramphenicol; and (3) by “standard treat- 
ment.” Most of those in the last group were treated with peni- 
cillin, a few with sulfonamides. There were 267 cases in the 
series. The treatment groups were found to be comparable, and 
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the results of treatment were very similar in each group. Analysis 
of the cases in which patients were desperately ill on admission 
suggests that penicillin was at least as valuable as the other two 
antibiotics. Symptoms of drug toxicity were much commoner 
with aureomycin and chloramphenicol than with penicillin. Treat- 
ment with aureomycin was more than 10 times and with chlor- 
amphenicol more than 9 times as expensive as treatment with 
penicillin. In a choice between aureomycin, chloramphenicol, 
and penicillin, it was suggested that penicillin by injection is the 
best treatment for clinical pneumonia. In this recommendation 
no account is taken of the possible value of the sulfonamides, 
which were not compared with the other drugs in the present 
trial. 


Clinica Pediatrica, Bologna 


33:461-524 (Aug.) 1951. Partial Index 
*Effect of Aureomycin on Virus of Variola Vaccine. A. Degli Esposti. 


. 461. 
Rapid Recovery of Case of Kaposi's Varicelliform Disease Following 
Treatment with Aureomycin. L. Landucci.—p. 474. 
*Streptomycin Therapy in Typhoid Fever and Tuberculous Meningitis. 
P. Nicolaj.—p. 484. 


Effect of Aureomycin on Virus of Variola Vaccine.—A 10- 
month-old child with a previous history of exudative diathesis 
had eczema vaccinatum with vesicular eruption on the face. The 
child was treated locally with a penicillin ointment in doses con- 
taining 75,000 Oxford units every six hours. The drug was also 
given parenterally. When on the eighth day of illness he was hos- 
pitalized, penicillin compresses were substituted for the ointment, 
and aureomycin therapy was begun. An initial dose of 250 mg. 
was followed by 125 mg. every six hours for four days. After a 
total dose of 2,250 mg. the patient was treated only locally with 
penicillin combined with 50 mg. of streptomycin every six hours 
for six additional days. The high temperature became intermit- 
tent and was normal after five days. Regresston and desiccation 
of the vesicles followed a normal course. The patient was dis- 
missed in good condition 23 days after onset of the disease. An 
effect of aureomycin in this case is doubted, since penicillin and 
sulfonamides had an equal effect in other patients with this ill- 
ness. The author vaccinated eight children, 2 to 3 years old, who 
had had no prior vaccination. Two of these received orally 125 
mg. and two 250 mg. of aureomycin every six hours for four 
days. The other four served as controls. Evolution of the reaction 
was the same in all eight children, although local responses were 
more pronounced in the controls. The author reports extensively 
on in vitro studies and on the morphological changes of the virus 
under great concentrations of aureomycin that he had observed 
with the eltctron microscope. He concludes, contrary to the 
American authors, that the drug has little effect on the virus of 
variola vaccine in vivo as well as in vitro. However, aureomycin 
is still today the most efficacious antibiotic drug for diseases due 
to this type of virus. 


Streptomycin in Typhoid Fever and Tuberculous Meningitis. 
—Streptomycin intravenously in daily doses of 400 mg. and 
streptomycin intratheca!ly in doses of 35 mg. every three days 
were given to three children, 30, 21, and 11 months old, respec- 
tively, with tuberculous meningitis. The general condition of the 
patients improved, and the spinal fluid tended to normalization. 
In the first six months and in the second nine months after ad- 
mission the temperature was elevated, and red spots appeared on 
the abdomen and thorax. Ten days later both had a positive 
Widal reaction. Chloramphenicol (chloremycetin®) was given 
orally in daily doses of 0.75 gm. for three days and subsequently 
in daily doses of 0.50 gm. and 0.25 gm. The first child recovered. 
Swelling of the right knee, indicating a localization of the Eber- 
thella bacillus, occurred in the second patient to whom addi- 
tional chloramphenicol and intravenous typhoid vaccine were 
administered. Ten days later temperature was normal and the 
patient well. These two patients recovered from typhoid without 
the tuberculous meningitis becoming worse. The third child had 
been cured of tuberculous meningitis and dismissed with sequelae 
of encephalitis. In this case the occurrence of typhoid fever 
caused severe anemia, spinal block, and aggravation of the 
encephalitic symptoms that resulted in death of the patient. The 
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assumption that the meningoencephalitis secondary to the 
typhoid disease was a relapse of the previous tuberculous men- 
ingitis was ruled out, and meningoencephalitis due to allergy 
or parallergy to chloramphenicol was suggested. In patients with 
prior history of encephalitic disturbance typhoid fever may re- 
activate the previous lesions and cause a toxic meningoencepha- 
litis. But, as seen in the first two cases, typhoid fever does not 
always cause relapse of tuberculous meningitis. 


Clinical Science, London 


10:405-540 (Nov.) 1951 
Effect of Nephrectomy and Adrenalectomy upon Blood Pressure in Hyper- 
tensive and Normotensive Rats. M. A. Floyer.—p. 405. 


Nature of Hypertension ee in Nephrectomised Parabiotic Rat. 
J. M. Ledingham.—p. 423 

Observations on Gross <i Fat Embolism in Man and Rabbit. 
J. Armin and R. T. Grant.—p. 441. 

Observations on Action of Parathyroid Hormone. M. D. Milne.—p. 471. 

Hyperfunction of Adrenal Cortex and Insulin Resistance in Diabetic 
Ketosis. J. M. Stowers.—p. 487. 

Oxyeen Consumption of Polycythaemic Blood in Vitro with Note on 
Arterial Oxygen Saturation in Primary Polycythaemia. H. E. de War- 
dener and I. M. Young.—p. 497. 

Day-to-Day Changes in Sodium and Water Output With and Without 
Poster.or Pituitary Extract. D. A. K. Black and A. E. Thomson. 
—p. 511. 

Changes of Pulse Pressure and Heart Rate Induced by Changes of Pos- 
ture in Subjects with Normal and Failing Hearts. P. Howard and 
G. L. Leathart.—p. 521. 

Circulatory Changes in Forearm Following Sympathectomy. R. S. Duff. 
—p. 529 


Deutsche medizinische Wochenschrift, Stuttgart 


76:1485-1516 (Nov. 23) 1951. Partial Index 
Significance of Physiologic and Artificial Colloids for Regulation of 
Transport Functions in Animal Organism. H. Bennhold.—p. 1485. 
Possibilities and Limitations of Ophthalmoscopic Diagnosis of General 
Vascular Disease. W. Kyrieleis.—p. 1493. 
The Influenza Virus. G. Schramm.—p. 1496. 
Etiology and Prevention of Pulmonary Cancer. E. L. Wynder.—p. 1498. 
*Is the Reticulocytic Crisis in Treatment of Pernicious Anemia Dependent 
on Severity of Anemia? S. Sandkiihler and E. Plak.—p. 1500. 
Late Success of Endometrial Transplantation. R. K. Kepp.—p. 1501. 


Reticulecytic Crisis and Severity of Pernicious Anemia.—It is 
generally believed that the reticulocytic count in optimally 
treated pernicious anemia depends on the severity of the anemia, 
being higher in severer forms and vice versa. Some investigators 
even developed formulas to determine the numbers of the reticu- 
locytes (proerythrocytes). Sandkiihler and Flak point out that 
during relapse the level of reticulocytes is usually from 30,000 to 
60,000 below the normal figure. With the onset of therapy they 
increase sharply and reach the maximum between the sixth and 
eighth day of treatment. They computed this maximum in abso- 
lute values on their own patients. Then they classified their cases 
according to the initial counts and compared these with the 
average values computed on the basis of the Riddle and of the 
Friedmann and Isaacs formulas. The table that lists these com- 
parative figures reveals that neither the reticulocyte counts in 
their own cases, which they obtained by taking daily counts on 
116 patients, nor those computed on the basis of the aforemen- 
tioned two formulas were related to the initial erythrocyte count 
of the peripheral blood. They suggest that computation factors, 
particularly an overestimation of the relative auxiliary figures 
(expressed per thousand), might explain the formerly accepted 
relationship between initial erythrocytic figure and the maximum 
reticulocytic count. They argue that if there really were such a 
relationship it would have to take into consideration the bone 
marrow. The level of the reticulocytic count actually depends 
on the number of transformable megaloblasts in the bone 
marrow. 


Edinburgh Medical Journal 


§8:521-564 (Nov.) 1951 


Osteoarthritis of Hip: Its Surgical Treatment. W. Mercer.—p. 521. 
Vascular Patterns in Cirshotic Liver. J. B. Wilson.—p. 537. 

lodine Therapy for Inadequate Lactation. R. A. Miller.—p. 548. 
Keloid and Self Administration of Adrenaline. C. K. Robertson.—p. 555, 
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Journal of Laryngology and Otology, London 


65:749-808 (Nov.) 1951 


Irradiation of Nasopharynx in Eustachian Obstruction: Report of 48 
Cases. J. C. Ballantyne.—p. 749. 

Fenestration Operation: Some Difficulties. W. McKenzie.—p. 756. 

Emergency Operations in Laryngo-Tracheal Dyspnoea. A. Réthi.—p. 773. 

Malignant Disease of Nasopharynx. F. C. Ormerod.—p. 778. 


Journal of Physiology, London 
115:123-248 (Oct.) 1951. Partial Index 


Methaemoglobin Formation in Dilute Solutions of Laked Erythrocytes 
and Its Inhibition by ‘Stroma Factor.’ G. Fegler.—p. 123. 

Plasma in Packed Cell Column of the Haematocrit. D. Leeson and 
E. B. Reeve.—p. 129. 

Fatigue of Mammalian Nerve in Relation to Cell Body and Vascular 
Supply. G. Causey and G. M. Schoepfle.—p. 143. 

Some Electrophysiological Observations on Isolated Single Myelinated 
Nerve Fibres (Saltatory Conduction). B. Frankenhaeuser and D. Schnei- 
der.—p. 177. 

Gastric Response to Pectin Meals of High Osmotic Pressure. J. N. Hunt, 
I. Macdonaid and W. R. Spurrell.—p. 185. 

Intercellular Plasma and Its Effect on Absolute Red Cell Volume Deter- 
mination. D. M. Jackson and M. E. Nutt.—p. 196. 

Hexamethonium and Insulin Hypoglycaemia. M. Schachter.—p. 206. 


Lancet, London 
2:1047-1096 (Dec. 8) 1951 

Selection of Medical Students. D. Brinton.—p. 1047 

*Effect of Treatment on Renal Circulation in Heart- Failure. C. E. Davies. 
—p. 1052. 

Results of Hospital Treatment of Chronic Alcoholism. J. Harper and 
B. Hickson.—p. 1057. 

Antabus in Management of Chronic Alcoholism. J. N. P. Moore and 
M. O’C. Drury.—p. 1059. 

*Some Evidence Suggesting Suppression of Adrenocortical Function by 
Cortisone. H. W. McIntosh and C. B. Holmes.—jp. 1061. 

Gastric Ostruction from Swallowing Corrosive Poison. M. Paul.—p. 1064, 

Non-Soapy Detergents and Prothrombin-Time Estimation. H. Lehmann, 
—p. 1066. 


Treatment of Renal Circulation in Heart Failure.—In patients 
who recover from chronic cor pulmonale, renal function may 
apparently return to normal. In rheumatic heart disease, on the 
other hand, clinical improvement is not accompanied by kidney 
function. This paper reports observations before and after treat- 
ment on the glomerular filtration rate (inulin clearance), the ef- 
fective renal plasma flow (p-aminohippuric acid clearance), and 
the capacity to excrete salt in patients with congestive heart 
failure due to chronic chest disease or chronic rheumatic heart 
disease. Two of seven patients with congestive heart failure due 
to rheumatic heart disease had not received digitalis before ad- 
mission to hospital. In these two patients the acute effect of intra- 
venous digoxin on the renal clearances and the rate of sodium ex- 
cretion was observed, and the clearances were again measured 
after maintenance therapy with digitalis. The other five patients 
were given the same dose of digitalis they had received before 
admission to the hospital, and the effects on the renal circulation 
of protracted rest in bed, mercurial diuretics, and restriction of 
salt and of variations of the venous pressure were recorded. In 
patients with chronic cor pulmonale the effect of the following 
three forms of therapy were studied: (1) administration of pure 
oxygen for an hour; (2) intravenous administration of digoxin; 
and (3) protracted rest in bed and administration of mercurial 
diuretics and systemic penicillin. In patients from both groups 
the ability to excrete salt was tested after recovery from heart 
failure by observing the effect on body-weight and venous pres- 
sure of withholding diuretics and giving a diet containing 10 gm. 
of salt and 1500 ml. of fluid daily. The renal blood flow was re- 
duced in both groups. Digoxin had no immediate effect on the 
renal circulation or on the rate of sodium excretion in either 
group. In patients with rheumatic heart disease, long continued 
treatment, leading to considerable clinical improvement, was not 
accompanied by any significant change in the renal circulation, 
and the ability to excrete salt remained severely impaired. Re- 
covery from pulmonary heart failure, on the other hand, was 
accompanied by a considerable increase of renal blood flow and 
a small increase of glomerular filtration-rate, and the capacity 
to eliminate salt appeared to be restored to normal. Analysis 
of the factors involved in these different responses did not fully 
explain the mechanism, except that anoxia, venous congestion, 


J.A.M.A., March 15, 1952 


and pulmonary hypertension do not seem to initiate the disturb- 
ance of renal function. Hormonal factors may play a part, but 
the evidence is slight. 


Suppression of Adrenocortical Function by Cortisone.—After 
citing clinical observations suggesting that the function of the 
adrenal cortex is suppressed when cortisone is given, and that 
this suppression is mediated through the pituitary, McIntosh and 
Holmes describe their own investigations on this problem. In 
men receiving long-continued cortisone treatment for rheumatoid 
spondylitis 17-ketosteroid excretion was decreased. This supports 
the hypothesis that adrenocortical function is depressed during 
cortisone therapy. Attention was next directed to the question 
of whether there is a decrease in the ability of the adrenal cortex 
to respond to a given stimulus, such as intramuscular injection 


of corticotropin. It was found that response to a single small 


injection of corticotropin during and after cortisone therapy is 
diminished. A response can be obtained in patients receiving 
cortisone following protracted stimulation with intravenous in- 
jections of corticotropin. Use has been made of the depression 
of adrenal activity by cortisone in the treatment of the adreno- 
genital syndrome resulting from adrenocortical hyperplasia. The 
effect of cortisone in treating Cushing’s syndrome is under con- 
sideration. It has also been suggested that the response to corti- 
sone may be used to distinguish between functionally active 
tumors and hyperplasia of the adrenal cortex. Functionally active 
tumors are not depressed by cortisone, being apparently inde- 
pendent of pituitary stimulation, whereas in hyperplastic lesions 
depression of activity can be demonstrated. The fact that adrenal 
cortical depression can exist after cessation of cortisone therapy 
should be recognized. Careful clinical handling of such patients 
may be necessary, especially if a surgical operation becomes 
necessary. 


Revue de la Tuberculose, Paris 


15:781-916 (No. 9) 1951. Partial Index 


*Clinical and Bacteriologic Study of 58 Cases of Cavity Pulmonary Tuber- 
culosis Treated with Streptomycin and Short Continuous Infusions of 
p-Aminosalicylic Acid. A. Duroux and P. J. Coletsos.—p. 781. 

Effect of Cortisone on Tuberculous Allergy. E. Bernard and B. Kreis. 

02. 


Two Cases of Treatment with Cortisone and Corticotropin (ACTH) in 
Patients with Tuberculosis. F, Coste, Pierre-Bourgeois, P. Galmiche and 
Vic-Dupont.—p. 809 


Streptomycin and p-Aminosalicylic Acid in Pulmonary Tuber- 
culosis.—Of 107 patients with cavitary pulmonary tuberculosis, 
88 were treated with 1 gm. of streptomycin daily combined with 
an intravenous infusion of 500 cc. of a solution of 15 gm. of 
sodium p-aminosalicylate for two to three hours? 19 patients 
were given intravenous infusions of sodium p-aminosalicylate 
alone. Treatment was given for two to five months with a total 
dose of 60 to 200 gm. of streptomycin and 900 gm. to 3 kg. of 
sodium p-aminosalicylate. Some of the patients received 100 to 
300 consecutive infusions without undesirable effects. In 18 
patients venous sclerosis resulted from the infusions but treat- 
ment could be resumed after 10 to 15 day interruptions of the 
infusions. Erythema occurred in six patients, and rise of tem- 
perature after 30 to 40 infusions in five. Permanent discontinua- 
tion of the treatment was made necessary by shock with cardio- 
vascular collapse in two patients. Gastrointestinal disturbances 
were exceptional as compared to those observed with oral treat- 
ment with p-aminosalicylic acid. Of the 88 patients, only 58 
were followed up regularly for at least two months by bac- 
teriological studies of resistance of tubercle bacilli to strepto- 
mycin and p-aminosalicylic acid. Results showed that except for 
three patients (5%) streptomycin resistance did not occur in the 
patients who were given streptomycin and p-aminosalicylic acid 
in combination. In four patients the combined treatment induced 
regression of a previous streptomycin resistance. The risk of 
p-aminosalicylic resistance proved to be negligible, even with 
the use of large doses of 1,500 to 3,000 gm. of the drug. Clinical 
and roentgenologic results obtained with infusion of p-amino- 
salicylic acid were definitely superior to those obtained with 
oral administration of the drug. All the undesirable effects ob- 
served with the infusion method were due to faulty technique 
of venous puncture. 
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BOOK REVIEWS 


The Operation of Sickness Benefit Plans in Collective Bargaining. By 
Fred Slavick. Princeton University, Department of Economics and Social 
Institutions, Industrial Relations Section, Research Report Series no. 84. 
Paper. Pp. 109. Industrial Relations Section, Princeton University, Prince- 
ton, New Jersey, 1951. 


Programs extending aid to workers during illness have sprung 
from the efforts of unions to advance the welfare of their mem- 
bers. Having thus placed sickness insurance in the framework of 
union organization, the author cautiously notes that sickness 
benefit plans create their own unique set of problems, Policy and 
administration, although related to the unions’ broader opera- 
tions, must develop through procedures best adapted to these 
plans. Organization and administration of benefit programs is 
the theme of this report that surveys 10 union-management plans 
established by collective bargaining. The present publication is 
an extension of an earlier study made in 1945 by the industrial 
relations section outlining the growth, provisions, and problems 
related to negotiated sickness insurance programs (“Group 
Health Insurance and Sickness Benefit Plans in Collective Bar- 
gaining”). Material from this earlier report, in addition to inter- 
views and correspondence, are the sources for the present study. 

Before outlining financial structure and administrative prac- 
tices, the report summarizes the rapid rise of sickness benefit 
programs from their inception during World War II to 1950, 
when the Bureau of Labor Statistics reported agreements by 
nearly every major union in the country providing some form 
of benefit insurance; these benefits reached 7 million persons. 
World War IL boosted insurance plans, and the wage stabiliza- 
tion program, which encouraged fringe benefits in lieu of in- 
creases in wage rates. During the postwar period, broadened 
welfare activities of trade unions and favorable decisions by 
the National Labor Relations Board placed sickness insurance 
within the province of collective bargaining. 

Although the study indicates versatility in financial and ad- 
ministrative practices, recent trends, such as joint financing, 
extended membership coverage, increased protection to those 
insured, and standardization of benefits indicate an approach 
toward sounder, more widely accepted practices. Claim admin- 
istration and financial operation of benefit plans under represen- 
tative union-employer programs are discussed in some detail. 
Most of the programs in the report use a form of group insurance 
that is employer financed, carrier insured, and administered 
either by the union or by a union-employer arrangement. This 
generalization should not, however, obscure the fact that there 
are a variety of successful plans. Two chapters are devoted to 
an examination of the financial structure of each type of plan 
in order to discern the degree to which it meets five basic stand- 
ards of financial operation. 

With all their assets and defects, the plans have been consid- 
erably improved in this short period during which prevailing 
economic conditions have been favorable. Unions do not, how- 
ever, regard present benefit plans as the only or the complete 
answer to the needs of their members for temporary disability 
benefits. 

Recent legislation on temporary disability benefits, in several 
states, to the effect of standardizing such programs, has been 
influential in planning. A chart schematizing the 10 union pro- 
grams studied is appended to the report. The study can best 
serve as a thorough introduction to sickness benefit plans in 
union-management negotiations. 


The Healing Touch. By Harley Williams. Cloth. $6.75. Pp. 370, with 
illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, 1951. 

The author delineates a number of rare personalities who were 
important in their day. The book opens with portraits of three 
physicians to British royalty, two of whom served Queen Vic- 
toria. The royal physicians are Sir William Knighton, Sir James 
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Clark, and Sir William Jenner, who is not to be confused with 
Edward Jenner, the discoverer of vaccination. Their prerogatives 
as well as some of the difficulties in which they occasionally 
found themselves are mentioned, as are their efforts to save the 
life of Queen Victoria’s husband, who died prematurely of 
typhoid. Incidentally, the age at which Prince Albert died is 
said to be 44 on page 73 of this book and 42 on page 105. 

There are interesting pages on Sir Edwin Chadwick, whose 
father taught physics to John Dalton, the man who invented the 
atomic theory. William Worrall Mayo, “who emigrated to 
America where his later career had some of the characteristics 
of atomic energy itself” was a pupil of Dalton. Sir Edwin Chad- 
wick had much to do with laying the foundation of modern 
sanitation and with establishing boards of health in England. 
Many pages are devoted to Florence Nightingale and to Charles 
Edouard Brown-Séquard. “Book Five—A New World of Medi- 
cine,” the last part of the book, is given over largely to William 
and Charles Mayo of Rochester, Minnesota; and to William 
Henry Welch and William Stewart Halsted of Johns Hopkins 
University, whom the author calls respectively “Grand Lama of 
Johns Hopkins” and the “Recluse” as well as the greatest of the 
early American surgeons. Harvey Cushing is said to have been 
“one of those superior types whose intelligence continually over- 
flows from the work they are doing.” Aside from being a great 
surgeon, he collected first editions, wrote an outstanding biogra- 
phy of his friend, William Osler, and was brilliant at talking, 
tennis, and dancing. Many other outstanding medical personal- 
ities appear in this book in less detai!. Intimate facts in the lives 
of these persons, along with interspersions of the author’s own 
philosophy, make this book instructive and entertaining. Modern 
anatomists probably will differ with a statement on page 10 to 
the effect that anatomy was as far advanced in the 18th century 
as it is today. 


The Specialties in General Practice. Edited by Russell L. Cecil, M.D. 
Cloth. $14.50. Pp. 818, with 470 illustrations. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W.C.2, 1951. 


In spite of ever-increasing medical specialization, the general 
practitioner is still the first physician to see most patients, and 
he is thereby called upon to make at least a tentative diagnosis 
and to either institute treatment himself or refer the patient else- 
where. Consequently, it is incumbent on him to keep abreast of 
developments in diagnosis and treatment in many fields, an im- 
possible task if he must depend upon current literature or texts 
written by specialists for specialists. This book is designed to 
supply the general practitioner with authoritative information 
on recent diagnostic methods in diverse fields, to describe ac- 
cepted treatments, and to indicate those conditions for which 
expert advice should be sought. Fourteen experts have each con- 
tributed a chapter on their specialties. The first three chapters 
are concerned with minor surgery, orthopedic surgery, and frac- 
tures. Subsequent chapters deal with urology, proctology, gyne- 
cology, obstetrics, pediatrics, ophthalmology, otolaryngology, 
dermatology, and psychiatry. In each chapter special methods 
of examination are described in detail, with many practical hints 
given. Emphasis is placed on diagnosis of the commoner con- 
ditions and recognition of the possible existence of relatively 
unusual diseases that require diagnostic steps not usually avail- 
able in the general practitioner’s office. 

The selection of material for inclusion in such a book presents 
as insuperable a problem as that facing the editor of an an- 
thology. No one will be completely satised, yet everyone will 
find some sections that are just what he has been looking for 
and has been unable to find elsewhere. The chapter on psychi- 
atry, however, will be of distinct help to any physician who deals 
with patients. The book is well printed, with two columns on 
each page to facilitate reading. The illustrations are excellent, 
and the index is complete. 
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The 1951 Year Book of Obstetrics and Gynecology (August, 1950- 
June, 1951). Edited by J. P. Greenhill, B.S., M.D., F.A.C.S., Professor of 
Gynecology, Cook County Graduate School of Medicine, Chicago. Cloth. 
$5. Pp. 567, with 134 illustrations. Year Book Publishers, Inc., 200 E. 
Illinois St., Chicago 11, 1951. 


This compact volume is a collection of abstracts of outstand- 
ing papers on obstetrics and gynecology that were published 
during 1951. Many of the abstracts are accompanied by concise 
and critical editorial comment, often with references to related 
papers, which provide orientation in the field. This feature 
enhances the value of the book, particularly for the nonspecialist. 

In the first half of the volume, which is devoted to obstetrics, 
there are abstracts on such subjects as Richardson's biochemical 
test for pregnancy, roentgen pelvimetry, histological changes in 
the cervix during pregnancy resembling carcinoma in situ, and 
diagnosis and management of threatened abortion, ectopic preg- 
nancy, toxemia, and coexisting disease during pregnancy. Papers 
evaluating the effect of different types of obstetric anesthesia on 
mother and infant are reviewed. The pathogenesis of congenital 
anomalies is considered in detail, as is the hyaline-like pul- 
monary membrane that frequently causes death in premature 
infants. In the gynecological section, there are abstracts dealing 
with hysterosalpingography, culdoscopy, infertility, genital 
tumors and infections, menstrual disorders, endometriosis, opera- 
tive techniques, and hormone treatment of metastatic cancer of 
the breast. This volume can be recommended as a handy review 
and reference manual to all those who are interested in keeping 
up-to-date in this field. 


Plastic Surgery of the Nose Including Reconstruction of War Injuries 
and of Deformities from Neoplastic, Traumatic, Radiation, Congenital, 
and Other Causes. By James Barrett Brown, M.D., Professor of Clinical 
Surgery, Washington University School of Medicine, St. Louis, and Frank 
McDowell, M.D., Assistant Professor of Clinical Surgery, Washington 
University School of Medicine. Cloth. $10. Pp. 427, with 379 illustrations. 
Cc. V. Mosby Company, 3207 Washington Bivd., St. Louis 3, 1951. 


This book is based on the personal experiences of the authors. 
Because of this, unnecessary theoretical discussion is omitted, 
The authors describe the operative procedures that they find to 
be the most practical and successful. Each operation is illustrated 
by two color step-by-step drawings. Photographs of patients 
show the results of treatment. The book is intended as a practical 
clinica! work. Outmoded operations and more recent operations 
that the authors have found unessential are not included. This is 
advantageous and it avoids confusion. The basic teachings and 
techniques of Jacques Joseph of Berlin are fully discussed. 
Figure 7, page 23, shows this pioneer of corrective rhinoplastic 
surgery in the operating room. Before and after pictures are 
more convincing than verbal description. It is unfortunate that, 
in figure 93, page 114, the postoperative photograph does not 
show the patient smiling and the smile’s effect on the lip as does 
the preoperative photograph. The book is written in a readable 
and refreshing style. The type is large and legible, and the 
material is inclusive. This outstanding work is recommended to 
all those interested in plastic surgery of the nose. 


Methods in Medical Research. Volume 4. Maurice B. Visscher, Editor- 
in-Chief; Histochemical Staining Methods. George Gomori, editor; Fluid 
and Electrolyte Distribution, Louis B. Flexmer, editor; Studies on Gastro- 
intestinal Pressures, Innervation and Secretions, J. P. Quigley, editor; 
Tissue Culture Methods, C. M. Pomerat, editor. Cloth. $7. Pp. 306, with 
iflwstrations. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 
1951. 


This series of volumes is intended to provide ready accessi- 
bility of reliable detailed information on working methods to 
be used in research. The fourth volume is divided into four sec- 
tions, each of which represents a major field in medical research. 
The first deals with histochemical staining methods for the pres- 
ence of various morganic elements and certain organic sub- 
stances including the oxidative and hydrolytic enzymes. The 
second section concerns itself with fluid and electrolyte distri- 
bution. The methods for estimation of the volume of the body 
fluids as well as flame photometer techniques are described. 
The third division considers problems relative to digestive tract 
pressures, innervation, and secretions. The last section describes 
tissue culture techniques, including the media used and cyto- 
chemical studies. A copious bibliography accompanies each sec- 
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tion. The editors are to be congratulated, both for the concept 
and its execution in this volume. The text is solid, with little ex- 
traneous matter, and supplies much needed material on method- 
ology as well as source material for additional information. 


Forgotten Musicians. By Paul Nettl. Cloth. $4.75. Pp. 352. Philosophical 
Library, Inc., 15 E. 40th St., New York 16, 1951. 

Music and medicine, the most universal of the arts, have much 
in common. Many physicians have found release and inspiration 
in the enjoyment of music, and, on occasion, physicians have 
been excellent musicians in their own right. Theodore Billroth, 
the father of gastric surgery, was a renowned musician and the 
confidant of Johannes Brahms. Fritz Kreisler forsook the career 
of medicine to enter the concert field. 

This book is a compilation of fascinating stories, with con- 
siderable newsy small talk of lesser lights and the contemporaries 
of the world’s great musicians of the 17th, 18th, and 19th 
centuries. Accounts are given about the less famous forerunners 
and companions of Mozart, Haydn, and Beethoven. Chats on 
Scarlatti and Vivaldi and notes on the early operas in Vienna, 
Paris, Rome, Milan, and Naples depict behind the scenes in- 
timacies and gossipy tidbits. The jealousies and human frailities 
of small and great alike are revealed in readable style. 

The 1!8th century was a time of memoirs, confessions, and 
autobiographies that revealed the background and development 
of. musicians of lesser rank. Karl von Dittersdorf was a popular 
and prclific composer; Frank Benda, the violinist, was the leader 
of the orchestra that performed before the Prussian crown 
prince, Frederick Il. Important data are revealed concerning 
Christian Gottlieb Neefe and Johann Baptist Schenk, who were 
teachers and colleagues of Beethoven. Much little-known ma- 
terial, heretofore obscure, is included. There are comments on 
the backgrounds of Offenbach and Meyerbeer, and a chapter 
en Johann Stamitz, once called the Shakespeare of music. The 
Czech predecessors of Franz Schubert, Johann Tomaschek, and 
Hugo Vorisek become alive in their controversies and perfor- 
mances. There is an enlightening chapter on the anonymous 
Jewish musicians of the 17th century, who journeyed from town 
to town and were the forerunners of Bohemian music. 

New light is shed on the background of the waltz. Schmelzer 
is designated as the first Viennese dance composer, the Johann 
Strauss of the Baroque. A detailed account of the visit to 
America, some 80 years ago, of Frantz Abt and Johann Strauss 
relates their reaction to the musical conditions prevailing in 
America at that time. In a letter written by Abt from Washing- 
ton, reflections on activity in social and political circles furnish 
highly interesting reading material. 

There are newsy essays and intimate descriptions of the tones 
and artistic accomplishments of the castrati, the eunuchs who 
were popular in the early 18th century in Europe and the 
Mediterranean countries. 

A chapter on musical monarchs discusses a number of per- 
formers and music lovers who attained prominence in the politi- 
cal forums of world history; an example is Paderewski, the 
composer-pianist, president of Poland. Thomas Jefferson was 
said to have loved to play the violin, although gossips labelled 
him the worst performer in Virginia. The musicians of ancient 
royalty included King David, whose political fortunes were 
greatly enhanced when he charmed King Saul’s court with his 
harp. The Roman emperor Nero placed his love of music above 
the safety of his people. Devotion to music marked the rulers of 
many courts and principalities. It was the custom to school chil- 
dren of the court in musical graces; examples of this are Queen 
Elizabeth, the Hapsburgs of the Renaissance, and numerous 
court musicians. 

The book is divided into two parts; the first part is devoted 
mainly to discussions of forgotten groups of musicians, such as 
the old Jewish minstrels, and individual musicians. The second 
part consists of intimate self sketches and autobiographical notes 
of musicians who made their mark locally, and, for the most 
part, significantly influenced the works of major composers. At 
the end of this interesting volume, there is a series of notes to the 
autobiographical text that should prove important to those who 
delight in searching the archives and hidden recesses for new 
light on artists who have created, in tones of beauty and rhythm, 
compositions that they hoped would prove of enduring value. 
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American Pharmacy: Fundamental Principles and Pharma- 
ceutical Preparations. [Volume 1}. Editor-in-chief: Rufus A. Lyman, M.D. 
Advisory editors: James M. Dille, Ph.D., Professor of Pharmacology, 
University of Washington, Seattle, and others. Consulting editor: George 
Urdang, Ph.G., D.Sc.Nat., Sc.D.(H.C.), Director, American Institute of 
History of Pharmacy, Madison, Wisconsin. Third edition. Cloth. $8. Pp. 
505, with 192 illustrations. J. B. Lippincott Company, 227-231 S. Sixth 
St., Philadelphia 5; Aldine House, 10-13 Bedford St., London, W.C.2; 
2083 Guy St., Montreal, 1951. 


The first edition of volume 1 of this text represented a new 
trend in pharmaceutical textbook construction. Rather than 
duplicate the encyclopedic approach that characterizes the 
makeup of similar texts, the editors made an effort to present in- 
dividualized discussions of the fundamental principles and prac- 
tices of pharmacy and the various official or accepted prepara- 
tions to which they apply. These were contributed by various 
specialists who are both research workers and teachers in their 
respective fields. The wide acceptance that this book has re- 
ceived is testimony to the wisdom of this treatment of the subject 
matter. 


This edition is divided into two parts and 30 subdivisions, with 
an introductory survey of the history, present status, and future 
potentialities of the profession of pharmacy. Part I is devoted to 
fundamental principles and processes, such as the various ma- 
nipulative procedures employed in the extraction, purification, 
preparation, preservation, and packaging of drugs. Part 2 deals 
with the various classes of pharmaceutical preparations, their 
characteristics and uses. A short but representative list of refer- 
ences accompanies the discussion of each class. This edition fza- 
tures rearrangement of some subject matter and changes in ter- 
minology and types of preparations that were needed to bring 
the book into accord with the 14th revision of the United 
States Pharmacopeia, the 9th edition of the National Formulary, 
and New and Nonofficial Remedies, 1951. 


The American Academy of Orthopaedic Surgeons Instructional Course 
Lectures. Volume VIII, 1951. Editor: Charles N. Pease, M.D.; associate 
editor: Sam W. Banks, M.D. Cloth. $8.50. Pp. 356, with illustrations. 
J. W. Edwards, 1745 S. State St., Ann Arbor, Mich., 1951. 


This volume meets the high standards set by the previous in- 
structional course lectures. The authors are eminent orthopedists 
and are authorities on the subjects of their lectures. The material 
is based, for the most part, on the authors’ experiences and has 
some value as a reference. It is, however, difficult to read, since 
there is little or no continuity of subject matter. 


The purpose of the book is to preserve a series of valuable 
lectures that were selected from lectures given at the American 
Academy of Orthopedic Surgeons in January, 1951. It is an 
excellent selection of timely subjects of current interest. The 
illustrations and plates are clear, and there is a bibliography 
following each article. The style of writing varies with each 
lecturer. This series of lectures includes a complete symposium 
on medullary fixation of the femur and on cortisone and cor- 
ticotropin. In addition to the symposiums, there are twenty 
lectures on diverse orthopedic subjects. These range from basic 
subjects, such as human development in growth to others as 
specific as radioisotopes. The general format is good, and the 
volume a convenient size. 


of the Oblique Muscles of the Eye. By Walter H. Fink, M.D. 
Cloth. $8.75. Pp. 350, with 93 illustrations. C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1951. 


This monograph, summarizing current knowledge on the 
superior and inferior oblique muscles of the eye, includes not 
only the author’s extensive personal experiences and research 
but also an extensive discussion of the entire literature on the 
subject. Until recently these muscles were forbidden territory to 
the ophthalmic surgeon, who confined his operative procedures 
on the extraocular muscles to the four recti. Because of increased 
interest in the subject, this volume is particularly timely, and, 
although certain aspects of oblique surgery are still controversial, 
a book of this type does much to crystallize ophthalmic under- 
standing and practice. There is a full discussion of the embry- 
ology, comparative anatomy, developmental anomalies, micro- 
scopic and gross anatomy, and surgical anatomy of the oblique 
muscles, in the first section of the book. The second part deals 
with the management of oblique muscle defects and includes 
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discussions on etiology, physiology, diagnosis, surgical indica- 
tions, and surgical techniques. The last-mentioned topic is well 
illustrated and described. An appendix deals with the anatomical 
considerations in operations for retinal detachment. Although 
apparently unrelated, this was added because of the importance 
of the muscles to the surgical anatomy of detachment surgery. 
The author's extensive anatomic studies on the oblique muscles, 
especially as related to their fascial connections and variations in 
insertion, make this volume especially authoritative. It is a 
necessary addition to the library of any ophthalmic surgeon 
interested in this field, 


The Nature and Treatment of Mental Disorders. By Dom Thomas 
Verner Moore, O.S.B., Ph.D., M.D., Professor of Psychology and Psy- 
chiatry, Cathoiic University of America, Washington, D. C. Foreword by 
Edward A. Strecker, M.D., Professor of Psychiatry, Graduate and Under- 
graduate Schools of Medicine, University of Pennsylvania, Philadelphia. 
Second edition. Cloth, $5.50. Pp. 362. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1951. 


This book discusses the need for a sound psychology and 
psychopathology of mental disorders that parallels present in- 
formation in physiology and pathology; thus making a true in- 
sight into somatic disorders possible. Much of the investigative 
work discussed is based on studies that were aided by a grant 
from the Rockefeller Foundation to the Catholic University of 
America for investigations in the field of psychiatry. The author 
discusses the fundamental concepts of psychopathology as ex- 
pressed by Freud, Adler, Jung, and Alexander, and attempts 
to classify each scient.st in accordance with what he feels to be 
that scientist’s ideas of value and the areas in which he believes 
such concepts are lacking. In discussing specific psychiatric 
entities, the author places more vaiue on the Kraepelinian diag- 
nostic classification than is generally credited te it by most of 
the advanced schools of psychiatry. 

In the appendix, there is a classification and definition of clini- 
cal entiiies in psychiatry as they are given in the third edition of 
“Standard Nomenclature of Diseases and Operations.” This has 
now been outmoded by the appearance of the fourth edition of 
“Standard Nomenclature,” in which the classification of diag- 
nostic entities is radically changed. Sections of the book on 
techniques of therapy are illustrated by a wide variety of case 
histories drawn from the author’s experience. The case material 
discussed and the interpretations provided by the author should 
be of considerable interest to the clinician and student. 


Thematic Test Analysis. By Edwin S. Schneidman, Ph.D., Clinical Psy- 
chologist, Veterans Administration Neuropsychiatric Hospital, Los Angeles, 
California. With collaboration of Walther Joel, Ph.D., Assistant Chief 
Clinical Psychologist (Psychotherapy), V. A. Neuropsychiatric Hospital, 
Los Angeles, and Kenneth B. Little, Ph.D., Clinical Psychologist, V. A. 
Hospital, San Francisco, Foreword by Henry A. Murray, M.D. Cloth. 
$8.75. Pp. 320, with 3 illustrations. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1951. 


This book represents what is probably the most extensive 
psychological “dissection” ever performed on a human being. Its 
major purpose is to present a round table of interpretations by 
several experts of one person’s psychological test data. This 
person's responses in the thematic apperception test and the 
“make a picture story” test were sent to experts who have pub- 
lished techniques for analyzing the former. Besides the responses, 
the experts were given only the subject’s age, sex, and marital 
status. Each was asked to analyze the two tests by his own 
method and to return the recorded steps of his working proce- 
dure, such as working notes, notations, and tabulations, as well 
as the final write-up of his analysis. Sixteen of the experts re- 
sponded, and the result is this presentation of the main tech- 
niques now being used in interpretation of these two tests in 
research and clinical work. The book also contains other test 
protocols for the same person, each protocol being interpreted 
by an expert on that particular test. These tests are the Ror- 
schach, the Wechsler-Bellevue Intelligence Scale, the Minnesota 
Multiphasic Personality Inventory, the Draw-a-Person test and 
the Bender-Gestalt figures test. In addition, the author has pro- 
vided historical and clinical data on the subject. 

This book is of particular value to the novice in thematic test 
analysis, for, besides indicating some of the major principles of 
thematic test interpretation, it makes comparisons between many 
of the published techniques much easier. For one who is more 
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familiar with projective techniques, the book permits compari- 
sons between the interpretations of thematic tests and those of 
other tests, and between thematic test interpretations and actual 
case history and psychotherapy data. It is difficult to say whether 
implications derived from this book have valid application to 
personality theory, since the research reported in it has several 
real limitations. First, the entire research revolves around 
one person. In addition, all interpretations were made by 
“blind analysis”; this, of course, was necessary in order to deter- 
-mine what valid information can be derived from the test data 
alone. It is interesting to note that, while the validity of blind 
analysis is regarded with great suspicion by most experts, these 
analyses show a high degree of correspondence, and they corre- 
late well with the behavioral data. In spite of the limitations that 
such research must have, the book will be of great value to 
anyone interested in projective psychology. 


Renal Pelvis and Ureter. By Peter A. Narath, M.D., F.LC.S., Adjunct 
Professor of Urology, New York Polyclinic Medical School and Hospital, 
New York. Cloth. $12.50. Pp. 429, with 264 illustrations. Grune & 
Stratton, Inc., 381 Fourth Ave., New York 16, 1951. 


In this book, the author has assembled results of his studies in 
renal anatomy, histology, and physiology, which he has carried 
on over many years. His most*important contributions concern 
the renal papillae, the calyces, and the pelvis. He has provided a 
new conception of the circumpapillary portion of the minor 
calyces and the fornix and its role in absorption and resorption. 
The graphic description of its various functions and the different 
types of deformity caused by disease or trauma are interesting. 
Although many of the author’s deductions are based largely on 
urographic interpretation, they apparently have a factual basis. 
There are those, however, who differ with some of the hypoth- 
eses. The chapter on dynamics of the upper portion of the 
urinary tract reveals many details of physiological activity in this 
area that have not been clearly understood. The chapters dealing 
with resorption and absorption in the calyceal area and the 
difficult interpretation of extra pelvic urographic shadows 
caused by overdistention of the renal pelvis are of exceptional 
interest. The graphic illustrations are outstanding. in the chapter 
on tonic conditions (tonus) in the urinary tract, the author dis- 
cusses a subject that has received insufficient attention. He refers 
to the evidence of spasticity as well as hypotony occurring in the 
urinary tract as ascertained by urographic and cystoscopic 
studies. Wide variations in tonicity are observed in reflex action 
caused by instrumentation and trauma. Variation in elasticity of 
the urinary tract is shown by the surprising degree of expansion, 
particularly in the outline of the fornix when overdistended. In 
his discussion of anatomic variations of the ureter, the author 
states that ureteral division (fissus) is the result of splitting in the 
ureteral anlage. He maintains that if one branch of the ureter 
remains undeveloped and ends in a blind sac, the term ureteral 
diverticulum is inaccurate. Readers of this book will find the 
contents informative and stimulating. They will be given a some- 
what different concept of calyceal-pelvic excretory function than 
is generally held. 


Atlas der normalen Histologie und mikroskopischen Anatomie des Men- 
schen. Von E. von Herrath, o. 6. Professor der Anatomie an der freien 
Universitat Berlin, und S. Abramow. Cloth. $11.25. Pp. 139, with 398 illus- 
trations. Georg Thieme, Diemershaldenstrasse 47, (14a) Stuttgart O; agents 
for U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 
1950. 


The title of this book implies that it is an aglas of the normal 
histology of the human body and is published in the German 
language. It is a collection of 398 photomicrographs, mainly 
in color, each with a descriptive legend; however, many of the 
illustrations are of animal tissues other than those of the human 
body, and some are of diseased tissues. All of the legends are 
brief and comment only on the material actually illustrated. 
There is no correlating descriptive text to integrate the illustra- 
tions and give the student of histology the basic elements nec- 
essary to understand the structure of the various tissues of the 
body. A student beginning the study of the normal histology 
of the human body would need other texts for this information. 
The atlas, accordingly, provides only supplemental help and 
probably has small appeal to students of histology in this 
country. 
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Las afecciones del higado, de las vias biliares y del pancreas. Por Raul 
A. Piaggio Blanco y Carlos M. Sanguinetti. Tomo I, primera y segunda 
partes: Exploracién funcional del higado y de las vias biliares; sindromes 
clinicos. Tomo II, tercera parte: Semiologia clinica y radiolégica del 
higado y de las vias biliares; afecciones del higado. Paper, Pp. 817, 
with 82 illustrations; 462, with 69 illustrations. Imprenta “‘Rosgal,’”’ Hilario 
Rosillo, Calle Ejido 1624, Montevideo, 1951; 1948. 


This book thoroughly discusses the pathological entities affect- 
ing the liver and biliary passages. Volume one, which is divided 
into two parts, deals with the functional exploration of the liver 
and biliary passages and clinical syndromes. Analysis of the 
various methods used by the authors would take one too far 
afield; it is sufficient to say that discussion of the physical ex- 
amination of affections of the liver and biliary passages embrace 
all known tests and methods. The second volume, which consists 
of part three of the complete work, deals with the semiology, 
radiology, and clinical aspects of diseases of the liver and biliary 
passages. The text is thorough; for example, in the section on the 
liver and diverse affections the following entities are discussed: 
the pathology of the liver in pernicious anemia (Biermer’s dis- 
ease) and in polycythemia vera (Vaquez-Osler disease), the 
effects of the leukemias in diseases of the liver, and the patholog- 
ical changes in the liver in diseases of the endocrine glands, such 
as the thyroid. 


Experimental studies, pathology, anatomy, symptomatology, 
and treatment are discussed at length; however, although medical 
therapy is outlined, surgical operations are completely omitted. 
The various forms of jaundice are thoroughly analyzed. The 
correlations of diseases of the biliary passages and the pancreas 
are evaluated from every point of view. This is an excellent 
work that is completely up to date. Those who read Spanish will 
find it a valuable source of information. The index is compre- 
hensive and thorough. Ihe illustrations, consisting of micro- 
photographs, radiographs, and sketches, are well executed. The 
work is highly recommended to those interested in affections of 
the liver and biliary passages. 


The Organization of Bones. By P. Lacroix, Professor in Faculty of 
Medicine, University of Louvain, France. Translated from amended 
French edition, by Stewart Gilder, B.Sc., M.B. Cloth. $6. Pp. 235, with 
87 illustrations. Blakiston Company (division of Doubleday & Company, 
Inc.), 1012 Walnut St., Philadelphia 5; J. & A. Churchill Ltd., 104 
Gloucester Pl., Portman Sq., London, W.1, 1951. 


In this valuable monograph, the author describes the behavior 
and growth of epiphysial cartilage, bone, periosteum, and mar- 
row in a clear and interesting manner. His observations are based 
on extensive, original experiments. Discussions, which are to the 
point, reveal an understanding of the extensive writings of other 
investigators. His experiments, designed to study the behavior 
of epiphysial cartilage, bone, periosteum, and marrow are in- 
teresting. The implantation of the tissues under study beneath the 
capsule of the kidney circumvents the pitfalls of other techniques 
of experimental observation. Numerous, excellent illustrations 
supplement the text, and an extensive up-to-date bibliography is 
included. This small volume contains much information on all 
aspects of bone organization and growth and should be read by 
clinicians as well as biologists, anatomists, and embryologists. 
One rarely encounters monographs that are as instructive and 
thought provoking as this book. 


French-English Science Dictionary for Students in Agricultural, Bio- 
logical, and Physical Sciences with a Supplement of Terms in Aero- 
nautics, Electronics, Radar, Radio, Television. By Louis De Vries, Pro- 
fessor of Modern Languages, Iowa State College, Ames. With collabora- 
tion of members of Graduate Faculty. Second edition. Cloth. $6.50. Pp. 
596. McGraw-Hill Book Company, Inc., 330 W. 42nd St., New York 18; 
Aldwych House, Aldwych, London, W.C.2, 1951. 


The first section of this edition is essentially the same as the 
first edition, with minor revisions and corrections in the original 
text for greater accuracy. The second section is a supplement, 
which will greatly enhance the value of the volume to most 
users. In this supplement, there have been included words, terms, 
and expressions that have come into use as a result of recent 
developments in the fields of aeronautics, electronics, radar, 
radio, and television. 
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QUERIES AND 


BASKETBALL IN JUNIOR HIGH SCHOOLS 


To THE Epitor:—The chairman of our junior high school study 
group approached me in regard to obtaining your opinion on 
the effect of competitive basketball on the health of boys from 
11 to 14 years of age. Many parents are eager to have their 
boys engage in competitive sports, and many others feel that 
such play is detrimental to the health of growing boys. | would 
appreciate an opinion on this subject. 


John W. Conklin, M.D., Platteville, Wis. 


ANSWER.—When basketball is appropriately modified to meet 
the needs of this younger age group, there is no reason why 
those who are found to be fit by medical examination should not 
participate under proper control. An intramural program that 
stresses opportunity for all students to play against others of 
about equal ability, age, height, and weight is recommended. An 
interschool program of the “varsity” type, which generates pres- 
sures that may cause immature youths to overtax themselves or 
that limits participation to a few, is not recommended. For this 
age group, shorter quarters, more frequent time-outs, and other 
suitable modifications in rules are strongly urged. Other sugges- 
tions that will help to make participation safe and healthful were 
adopted by the National Joint Committee on Standards for Boys 
Athletics and were endorsed by the Joint Committee on Health 
Problems in Education of the National Education Association 
and the American Medical Association: 


1. A health examination should be required previous to parti- 
cipation, preferably on a seasonal basis, with annual examination 
a minimum requirement. 

2. A physician should be present at all contests involving acti- 
vities where the injury hazard is pronounced. 

3. A contestant who has been ill or injured should be re- 
admitted to participation only on the written recommendation of 
a physician. 

4. A contestant upon returning to participation after illness 
or injury should be carefully observed, and if there is any doubt 
as to his condition he should immediately be referred to a 
physician. 

5. The coach (faculty member in charge) should be compe- 
tent in first aid and thoroughly versed in sports conditioning and 
training. It is also strongly recommended that all players be given 
basic instruction in first aid. 

6. In case of head, neck, or spine injury, or suspicion thereof, 
the player should be removed from play, placed at rest, and be 
given the immediate attention of a physician. 

7. Every school should have a written policy regarding the 
responsibility for injury incurred in athletics, and this policy 
should be known to all participants, their parents, and other re- 


sponsible adults. Arrangements should be made for obtaining and ° 


paying for medical and hospital care of injured participants, in 
accord with local policy. 

8. The best obtainable protective equipment should be pro- 
vided for all participants, and special attention should be given 
to proper fitting of such equipment. 

9. Competition should take place only between teams of 
comparable ability, and playing seasons should be limited to 
reasonable duration. 

10. No preseason games should be played until players are 
well drilled in fundamentals and have had a minimum of two 
weeks of physical conditioning. 

11. Playfields should meet standard requirements for size of 
area, playing surfaces, and facilities for safety, and all reasonable 
precautions should be taken to prevent accidents. 

12. Contests should be selected, and rules and lengths of play- 
ing periods should be such that they will not overtax the physical 
abilities of the students concerned. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer's 
name and address, but these will be omitted on request. 


MINOR NOTES 


POSTPARTUM DEPRESSION 


To THE Eptror:—/ have noticed a postpartum depression in 
many of my patients. They complain of excessive fatigue, 
mental apathy, loss of vigor, and loss of sexual desire. 
Physical examination shows nothing unusual. All had unevent- 
ful pregnancies and deliveries. This state lasts, in most cases, 
well over a year or two. In the patients that become pregnant 
again it disappears, and they feel better than ever. 1 would like 
an explanation of this condition. 

Abraham D. Cohen, M.D., New City, N.Y. 


ANSWER.—Several factors must be considered in answer to 
these questions. A poor diet (one lacking in proteins, minerals, 
and vitamins) during and after pregnancy leads to nutritional! 
deficiencies and, in some patients, symptoms of fatigue, exhaus- 
tion, and mental apathy. Many patients in this postpartum period, 
because of apprehension for the new baby, increased work, and 
frequent loss of rest, develop an actual physical fatigue and fail 
to recuperate properly. 

There is much psychic trauma involved in pregnancy and the 
postpartum period that often is not appreciated by husband and 
physician. Unless the patient has help and understanding during 
this period, she may be slow to recover, or may even become 
psychotic. Following delivery of the baby, there is usually a 
shift of love and affection solely to the baby. During this period 
the woman may be apathetic, show little interest in the rest of 
the family, and would certainly lack sexual desire. After a short 
interval there occurs a natural redirection of part of her affection 
toward the husband and other children. Finally, there is a more 
specific reason for this state of mind and behavior, namely, 
lowered estrogen production. During pregnancy there is a con- 
siderable increase in estrogen production, and, theoretically at 
least, this is supposed to account for the feeling of well-being in 
the pregnant woman. This should occur only in women whose 
estrogen production is ordinarily deficient. A woman with normal 
estregen balance usually does not feel better with an increase 
in estrogen. Often the explanation is simple and the condition 
easily corrected if the above factors are properly evaluated. 


LOBOTOMY VERSUS INJECTION OF FRONTAL LOBE 

To THE Epiror:—Instead of radical lobectomy for mentally 
ill patients, can the offending lobe be treated with alcohol 
injections made through small holes in the patient's skull, 
and, if so, with what degree of success? To what extent is 
lobectomy being performed, and what are the results and the 
mortality rate? M.D., Virginia. 


ANSWER.—Frontal lobectomy has rarely, if ever, been used 
in the treatment of mental disease. The operation most com- 
monly used is frontal lobotomy, a procedure in which a vari- 
able part of the white matter in the centrum ovale of the frontal 
lobe is divided in the plane of the coronal suture. Some sur- 
geons have removed the superior part of the anterior portion 
of the convexity of the cortex of the frontal lobe, an operation 
termed topectomy; others have undercut various parts of the 
frontal cortex. Frontal lobotomy is usually carried out through 
a small trephine opening on either side of the skull, either under 
direct vision or blindly. No reliable figures are available as to 
the number of operations performed, although the total probably 
runs in the tens of thousands. The results of these procedures 
vary with the type of operation and with the nature of the pa- 
tient’s disease. Those interested should consult Freeman and 
Watts’ “Psychosurgery in the Treatment of Mental Disease” 
(Springfield Ill., Charles C Thomas, 1951) for a discussion of 
this matter. The mortality rate of any of these procedures does 
not exceed 1 to 2%; in many instances, there is no mortality. 
Interruption of the white matter of the frontal lobe by the injec- 
tion of alcohol into the brain was carried out by Moniz and his 
associates in at least 10 of his earliest cases. These are described 
in detail in his book (“Tentatives operatoires dans le traitement 
de certaines psychoses,” Paris, Masson & Cie, 1936). Moniz in- 
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jected alcohol into the centrum ovale of both frontal lobes. 
He injected 0.1 or 0.2 cc. with each injection and made from 
1 to 10 injections in each frontal lobe, distributing the injections 
in various patterns. Moniz soon gave up this procedure because 
of unsatisfactory results and adopted the surgical division of 
the white matter of the frontal lobes. More recently, Van 
Wagenen and his associates injected procaine (novocaine®) into 
the white matter of the frontal lobe as a preliminary and tem- 
porary procedure in an effort to estimate, in advance, the pos- 
sible results of frontal lobotomy. 


TREATMENT OF POSTPHLEBITIC ULCER 


To THE Epitor:—A 43-year-old white woman, in excellent 
health, had a bilateral, postpartum saddle thrombophlebitis 
in 1942. She was given bishydroxycoumarin (dicumarol®) and 
had an uneventful recovery. Since then, there have been occa- 
sional episodes of ankle edema that subside with rest and ele- 
vation of the ankle. In 1950, after an insect sting, a small 
ulcer developed on the inner side of the right leg, 5 cm. above 
the malleolus. A year later, after arterial involvement was 
ruled out, she began svaking her leg for short periods in 
magnesium sulfate, applying aureomycin ointment, 3%, 
locally, elevating her legs during the day, and elevating her 
legs to a 45° angle during the night. After two months, the 
ulcer healed, leaving a white, thin scar, and all therapy was 
discontinued. In a month, however, after a few days of strenu- 
ous walking, the ulcer broke again. What other suggestions 
can you make for firm healing and permanent cure, and what 
is your opinion of the cruricast (Unna’s paste) treatment? 

M.D., New York. 


ANSWER.—This patient has a chronic recurrent postphlebitic 
ulcer. If there are visible varicosities, one can test fot the pres- 
ence of saphenous perforator or deep venous insufficiency, and, 
depending on the result of such tests, a stripping of the super- 
ficial venous system or a division of the popliteal vein may be 
indicated. If lymph stasis is predominant and there are large in- 
durated areas around the ulcer, glycerin-gelatin casts are help- 
ful, and later, if the ulcer is intractable, a wide excision of the 
ulcer, followed by a split-thickness skin graft, should be made. 
If the ulcer is painful, the skin around it moist and cyanotic, and 
the pulse rate diminished, a lumbar sympathectomy will relieve 
this causalgic state. It is likely that elastic compression will be 
needed for a long time and that residual edema will be perma- 
nent. (For a more detailed analysis of the problem, the follow- 
ing references should be consulted: Ochsner, A., and De Bakey, 
M.: Postphlebitic Sequelae, J. A. M. A. 139:423 [Feb. 12] 1949, 
and de Takats, G., and Graupner, G. W.: Division of the Pop- 
liteal Vein in Deep Venous Insufficiency of the Lower Ex- 
tremities, Surgery 29:342, 1951.) 


LOBECTOMY AND ASTHMA 


To tHE Epitor:—/ am gathering data on lobectomy performed 
in patients with chronic bronchial asthma complicated with 
bronchiectasis. Lobectomy mortality, when the operation is 
performed by competent thoracic surgeons, according to Cecil 
(Textbook of Medicine, Philadelphia, W. B. Saunders Co., 
1947, ed. 7, p. 932) is 5% or less. Would chronic asthma in- 
crease the operative risk? M.D., Texas. 


ANSWER.—The number of cases of lobectomy performed in 
patients with chronic bronchial asthma complicated by bron- 
chiectasis is insufficient to establish mortality rates on a statistical 
basis. It is safe to say, however, that an increase in operative 
mortality can be anticipated in patients with severe asthma. The 
decision as to whether to recommend operation to patients with 
complicating asthma would depend largely on the severity of the 
bronchiectasis. Another factor to be considered is that bron- 
chiectasis may serve as a trigger mechanism in aggravating at- 
tacks of asthma. This mechanism is probably caused by severe 
coughing, and, in some cases, if the bronchiectatic lung tissue is 
removed, the asthma is improved. Another factor that must be 
carefully evaluated is the degree of associated emphysema. If 
the lungs are severely damaged by-emphysema, the mortality 
rate from pulmonary resection can be expected to increase 
sharply. 


J.A.M.A., March 15, 1952 


COMBINED ALCOHOL AND BARBI- 

TURATE INTOXICATION 

To tHE Epiror:—A woman, aged 45, weighing 80 kg., was 
found dead. Chemical analysis of her blood revealed that it 
contained ethyl alcohol, 0.27% by weight, and barbituric acid 
derivative, 2.65 mg. per 100 cc. Do these data provide an 
explanation of her death? Would either of these substances 
alone be the probable cause of her death? Assuming the pa- 
tient was intoxicated from ethyl alcohol, what would the 
theoretical minimal concentration of barbituric acid deriva- 
tive (especially pentobarbital sodium) have to be to account 
for her death? Please give me authoritative references on this 
subject? M.D., New Hampshire. 


ANSWER.—The presence of both 0.27% ethyl alcohol by 
weight and 2.65 mg. per 100 cc. of barbituric acid derivative 
in a postmortem sample of this woman’s blood constitutes a 
plausible explanation of her death, despite the fact that neither 
substance alone was present in a fatal concentration. A blood 
alcohol value of 0.27% by weight is well above the threshhold 
for intoxication (about 0.15%) and is considerably below what 
is ordinarily considered to be a fatal concentration (about 
0.50%). The significance of the barbiturate concentration is 
more difficult to appraise. A blood concentration of 2.65 mg. 
per 100 cc. following the ingestion of a slow-acting form of 
the drug, such as barbital or phenobarbital, would not of itself 
be dangerous and probably would not even cause loss of con- 
sciousness. However, such a blood concentration following the 
ingestion of a rapidly acting compound, such as secobarbital 
sodium (seconal®) or pentobarbital sodium, might well account 
for profound depression and deep coma independently of any 
other factor (Fisher, R. S.; Walker, J. T., and Plummer, C. W.: 
Quantitative Estimation of Barbiturates in Blood by Ultraviolet 
Spectrophotometry: Il. Experimental and Clinical Results, Am. 
J. Clin. Path. 18:462-469 [June] 1948). Thus it appears that this 
woman may have ingested more than half a fatal dose each of 
alcohol and a barbiturate. Since the pharmacological effects of 
these two substances tend to be additive (Jetter, W. W., and 
McLean, R.: Poisoning by the Synergistic Effect of Phenobarbi- 
tal and Ethyl Alcohol: An Experimental Study, Arch. Path. 
36:112-122 [July] 1943) it is plausible to attribute her death to 
the combined effects of alcohol and barbituric acid intoxication. 


MYXOMA NEAR THE HEEL 


To THE Epitor:—A patient had a lump just anterior to the 
Achilles tendon at the level of the calcaneus that extended 
laterally. This mass, which. looked like a lipoma, had been 
present for two years. As it had grown a littie in the last few 
months I excised it. lt did not shell out particularly well, and 1 
had to use sharp dissection to free it from the superior, pos- 
terior surface of the calcaneus and the Achilles tendon. Al- 
though I removed very little of the Achilles tendon, I had to 
excise some of the periosteum. The pathological diagnosis was 
myxoma. Is further treatment indicated? Should wider surgical 
excision, such as removal of the Achilles tendon or the upper 
portion of the calcaneus, be performed, or should roentgen 


ray therapy be used? M.D., Oklahoma. 


ANSWER.—Myxoma is a tumor not uncommonly seen about 
the joints and in regions such as described in this case. Patho- 
logically, the tumor is in the twilight zone between benignancy 
and malignancy, and for this reason its course may be unpre- 
dictable. However, even though histological evidence of malig- 
nancy may be difficult to demonstrate, the malignancy of the 
tumor should always be considered as being of low grade. 
Although the tumor is usually very troublesome as far as local 
recurrence is concerned, the danger of regional or distant 
metastasis is not great. For this reason, if thorough loce] ex- 
cision has been done, one can safely wait to see what develops. 
It is possible that the lesion may have been removed completely. 
Should local recurrence result, a second attempt to excise the 
lesion should be made. If complete removal is impossible, ampu- 
tation should be considered. Myxomas are extremely radiore- 
sistant, and for all practical purposes roentgen therapy is of no 
value in their treatment. 
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CYANIDE CONTAMINATION AND WOUND HEALING 
To THE Epiror:—I/ have been asked by an industrial plant that 
uses a cyanide preparation for polishing steel to suggest a 
method of treatment for small slow-healing wounds for use in 
the plant's first aid department. I have suggested washing the 
wounds thoroughly with hydrogen peroxide solution. Have 
you any information on this subject? 
John T., Bate, M.D., Louisville, Ky. 


ANSWER.—Soluble cyanide salts are not likely to retard 
wound healing. Furthermore, they could be readily removed 
from a wound by washing it with sterile water or isotonic sodium 
chloride solution. 

Contamination with relatively insoluble metallic salts of 
cyanide might interfere with wound healing. Hydrogen peroxide 
washing solution may not prove effective against these. Sodium 
hypochlorite in alkali solution would eliminate the cyanide but 
might prove as irritating to the skin as the cyanide itself. 
Potassium permanganate solution, although efficacious, would 
lead to unwanted skin coloration. A suitable measure for pre- 
vention of cyanide dermatitis after exposure, but not necessarily 
an appropriate treatment for the dermatitis, is washing of the 
wound with any nonirritating synthetic detergent having a pH 
value below 7. Two such preparations obtainable commercially 
are “pH6” and acidolate.® These preparations liberate the 
cyanide in the form of hydrocyanic acid, but the quantity of 
acid thus produced has no toxic effect. 


RADIOACTIVE IODINE, PROPYL- 

THIOURACIL, AND THYROTOXICOSIS 

To THE Epitor:—Propylthiouracil, 50 mg. four times a day, 
was administered in April, 1950, to a 54-year-old- white 
woman because of thyrotoxicosis. The initial basal metabolic 
rate was +28%. The clinical response to propylthiouracil has 
been excellent. How long should the propylthiouracil be ad- 
ministered in a case of this type to effect a permanent cure? 

M.D., Illinois. 


ANSWER.—If the patient has a nodular goiter with hyper- 
thyroidism, a subtotal thyroidectomy should be performed 
after adequate preoperative preparation. If the patient has 
exophthalmic goiter, treatment with radioactive iodine should 
be considered. It is superior to propylthiouracil because the 
chances of producing a permanent remission are much greater; 
in fact, permanent remission can be produced in as high a per- 
centage of patients with the use of radioactive iodine as with a 
subtotal thyroidectomy. Propylthiouracil produces a permanent 
remission in approximately 50% of the patients. The data avail- 
able are not too good, but the percentage is certainly no higher 
than this. It is apparently necessary to maintain the basal 
metabolism at the normal level for at least a year before treat- 
ment is stopped, in order to produce a permanent remission, and, 
even after this period, relapses are common. 


EXERCISE AND TUBERCULOSIS 

To THE Epitor:—ZIn a patient with minimal pulmonary tubercu- 
losis who has responded well to several months of bed rest 
and who is afebrile, how much temperature elevation above 
98.6 F could be expected to occur after walking about 500 ft. 
in 15 minutes? If a healthy person were put on bed rest with 
bathroom privileges for five months, how much temperature 
elevation, if any, would the above exercise be expected to 


produce? M.D., North Carolina. 


ANSWER.—In the first place, such patients should not be al- 
lowed to get out of bed and walk 500 ft. This would almost surely 
liberate enough nontuberculous toxins to cause an abnormal rise 
in temperature; however, it would be difficult to determine the 
type of the toxins. Exercise should be more gradual. Except at 
the ovulation time in women, a temperature above 99 F is 
considered pathological. There is a liberation of toxins from the 
lesions, with an effect on the heat control centers. Even after 
five months’ bed rest with bathroom privileges, a normal person 
should not have an abnormal temperature until he becomes 
fatigued; then, it is conceivable that an abnormal temperature 
may result. 
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A MOTHER OF TWO MONGOLOID CHILDREN 

To THE Epirror:—A man aged 38 is married to a woman of 34 
who has had three normal children by a previous marriage. 
A child born from the second marriage was mongoloid. The 
mother of the wife had two normal children and two mongo- 
oids. What is the likelihood of this couple having a normal 
child? M.D., New York. 


ANSWER.—The birth of a second mongoloid child is rare. 
occurring in between | and 2% of such families. On the other 
hand, mongolism has been observed in all three children in one 
family. There is no information available regarding the chance 
of mongolism occurring in two successive generations. The cause 
of the condition is unknown. Mongolism occurs most frequently 
when the parents are relatively late in their reproductive lives. 
The preceding pregnancy frequently terminates in abortion or 
miscarriage, and in many instances, the birth of a mongoloid 
child is preceded by an unusually long period of involuntary 
sterility. The prospective parents have reached the period in 
their respective reproductive lives in which mongolism is likely 
to appear. No one can predict the outcome of any future preg- 
nancy with respect to the chance that any future child will be 
a mongol; however, the couple in question have a greater chance 
of this occurring than they would if both of them were in their 
early twenties. On the other hand, their chances of having nor- 
mal children are greater than their chances of having mongoloid 
children, regardless of the fact that their first child was 
mongoloid. 


MILK FROM COWS GIVEN BRUCELLA VACCINE 

To THE Eptror:—A dairyman has given active (live bacteria) 
brucellosis vaccine to cows previously tested and found to be 
negative to the disease. Is it possible for persons drinking milk 
from cows so treated to contract brucellosis? If so, how much 
time should elapse before the milk is safe to drink? Is there 
a test for the cows or their milk to determine if the milk is 
safe to drink? C. C. Horton, M.D., Pendleton, S. C. 


ANSWER.—It is presumed that the dairyman in question has 
immunized his cattle with strain 19. This is a viable, but aviru- 
lent strain of Brucella abortus that has been widely used for 
protecting cattle against Brucella abortus. There is no evidence 
that human beings have ever contracted brucellosis by drinking 
milk from cows immunized in this manner. There are two widely 
used tests for determining if cows have brucellosis and are 
excreting Brucella in their milk. The first is the blood agglu- 
tination test, and the second is the ring test, which is an agglu- 
tination reaction performed on whole milk. If an elevated titer 
of Brucella agglutinins is present by either test, this suggests that 
the cows have the active disease and may be excreting Brucella 
in their milk. The consumer of such milk is only protected by 
proper pasteurization. On rare occasions, cows may excrete 
viable Brucella in their milk and yet have a negative blood 
agglutination test. If one is living in an endemic area of bru- 
cellosis, only pasteurized milk should be used for human 
consumption. 


PERTUSSIS VACCINE 
To tHE Epiror:—I have seen several children under 1 year of 
age, who, on exposure to whooping cough, were given three 
or four weekly injections of pertussis vaccine (prophylactic). 
It has been my understanding that this would be more harm- 
ful than beneficial. 
Jackson Herbert, M.D., Portsmouth, Ohio. 


ANSWER.—The pertussis vaccine now in general use is not 
ordinarily recommended for administration after exposure to 
whooping cough, because there would be insufficient time to 
build up immunity. Furthermore, it might be contended that such 
a procedure would be harmful. This is based on the theory that, 
with active immunization, there may be a negative phase after 
the first injection that would result in increased temporary sus- 
ceptibility. Highly concentrated human hyperimmune pertussis 
serum is sometimes used successfully for passive immunization 
after exposure to whooping cough. 
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SEIZURES IN AN EMOTIONAL WOMAN 

To THE Epitor:—A patient, when becoming emotionally upset, 
is subject to spells, in which she loses complete control of 
her muscles. She says she feels like all her bones were suddenly 
removed. She is conscious during these seizures and is com- 
pletely aware of her surroundings, but is unable to move or to 
speak. Only striated muscles seem to be affected since there is 
no history of incontinence. She avoids walking down stairways 
and holding small babies, because, when she has an attack, 
she collapses in a heap. These attacks last sometimes for a 
moment and sometimes for a few minutes. She is unable to 
bring one on, even though she has tried on several occasions. 
These seizures are always preceded by an aura, consisting of 
inability of the eyes to focus, blurring vision, and eyes cross- 
ing. There is no pain. Following them, she usually feels more 
relaxed and more at eqse than before. Blood pressure was 
140/90 at last examination. Epilepsy has been suggested as a 
possible cause, but an electroencephalogram was entirely with- 
in normal limits. What is your advice? 


Oscar H. Neumann, M.D., Prosser, Wash. 


ANSWER.—The normal electroencephalogram does not rule 
out epilepsy, but astatic (drop) seizures are rare in adults and 
are not followed by inability to move. Symptoms of collapse that 
are precipitated by surprise or emotion suggest the cataplectic 
attacks of narcolepsy. Such patients may also experience inability 
to move or speak on awaking or falling asleep; however, abnor- 
malities of sleep are not mentioned for this patient. The fact that 
the attacks are preceded by agitation and followed by relaxa- 
tion suggests hysteria. Principally in favor of some organic cause 
is the preliminary incoordination of ocular muscles. A paroxys- 
mal disturbance in the midbrain area, whether pathological or 
not, would explain the symptoms but would not specify a 
diagnosis. Therapeutic trial could be made of dexedrine® (d- 
amphetamine sulfate), 10 to 30 mg. a day, of trimethadione 
(tridione®), 0.9 gm. a day, or of psychotherapy. 


UTERINE DISPLACEMENTS 
To THE Epiror:—J/n what percentage of the cases of uterine 
displacement is surgery performed? 
Edwin Matlin, M.D., Mount Holly Springs, Pa. 


ANSWER.—The exact percentage of cases in which surgery is 
done for uterine displacements is not known, but in the opinion 
of most gynecologists, it is too high. Most gynecologists believe 
that retroflexion and retroversion of the uterus usually produce 
no symptoms and require no treatment. About 20% of all 
women have a retrodisplaced uterus, and most women if not told 
about it are not aware of any untoward symptoms. 

An operation should never be performed for uterine displace- 
ment that does not produce symptoms. Even in the presence of 
symptoms, such as backache, bearing-down pains, dysmenorrhea, 
and leukorrhea, an operation should not be performed until a 
therapeutic test has been made. To accomplish this, a properly 
fitting pessary is inserted in the vagina, with or without first 
elevating the uterus. If symptoms disappear while the patient 
wears the pessary, and if they reappear when the pessary is re- 
moved, an operation is indicated. If this test is made, it will be 
found that relatively few women with a retrodisplaced uterus 
require an operation. In rare cases, a suspension operation may 
be justified to overcome sterility. 


WEIGHT REDUCTION 

To THE Epiror:—Some physicians give a combination of 
anterior and posterior pituitary extract by injection for in- 
ducing weight reduction, Please let me know whether this is 
a harmless method. M.D., Missouri. 


ANSWER.—The use of anterior and/or posterior pituitary ex- 
tracts for weight reduction is without adequate scientific 
rationale. Such therapy is apparently a vestige of the tradition 
that the pituitary gland is responsible for overweight. At pres- 
ent, most authorities accept this view only in rare cases. Control 
of food intake at the appropriate levels seems to be the main 
problem in obesity. 


J.A.M.A., March 15, 1952 


TREATMENT OF ERYTHEMA NODOSUM 
To THE Epitor:—Is there any new treatment for erythema 
nodosum? Don F. Russell, M.D., Van Wert, Ohio. 


ANSWER.—Erythema nodosum is considered to be a symp- 
tom complex brought about by any of several causes. It may 
occur as a toxic or allergic response to drugs, infections, or 
rheumatic fever. Europeans observe it in association with tuber- 
culosis, particularly in children. Some textbooks state that it 
may occur as a disease sui generis, usually recurring in the 
winter months. This type is exceedingly rare. To effect a cure, 
it is necessary, therefore, to determine the cause. The symptoms 
usually respond satisfactorily to simple supportive therapy, al- 
though cortisone and corticotropin have been successful in giv- 
ing quick relief from symptoms. If they are employed, they 
should be used for a short time only. 


ARTERIOSCLEROTIC HEART DISEASE IN FIREMEN 
To THE Eptror:—Can arteriosclerotic heart disease be consid- 
ered an occupational hazard under any circumstances? I am 
particularly interested in knowing whether this is applicable 
to members of city fire departments and if compensation 
claims can be made on this basis. 
Howard B. Brown, M.D., Springfield, Mass. 


ANSWER.—There is no evidence that either arteriosclerosis 
or coronary heart disease (an involvement of the coronary 
arteries with sclerotic changes) is occupational. Aggravation of 
existing coronary heart disease may be caused by unusual exer- 
tion, effort, or excitement. This being the case, the problem is 
to set up an examination for firemen that will bring to light 
any evidence of coronary heart disease, and, if this is found, to 
eliminate afflicted persons from active service as firemen. 


RECURRENT JAUNDICE 

fo THE Epitor:—A patient who received a yellow fever in- 
oculation in May, 1945, contracted jaundice, along with 
several fellow workers who received the same inoculation at 
the same time. On July 14, 1951, he had slight jaundice. Did 
the attack in May, 1945, predispose the patient to further 
attacks? William S. Crawford, M.D., Tulsa, Okla. 


ANSWER.—It is possible that the liver, by a previous attack 
of serum hepatitis, is made more susceptible to the epidemic 
disease. This was observed in certain work done during World 
War II. It is also possible that a slightly active hepatitis may 
continue for many years and become reactivated sufficiently to 
produce jaundice again. 


ANTIBIOTIC THERAPY OR TONSILLECTOMY 


To THE Epittor:—Can a diseased tonsil be cured by antibiotic 
therapy without an operation? M.D., Illinois. 


ANSWER.—Prior to the advent of antibiotics, there was every 
justification for resorting to surgery to remove so-called diseased 
tonsils. The effectiveness of drug therapy in long-standing in- 
fections of the middle ear, sinus, bronchi, and Jungs points the 
way for the treatment of diseased tonsils. Intelligent use of the 
newer drugs in children reduces the number of cases of diseased 
tonsils, thereby lessening the number of persons requiring sur- 
gery; however, there have been failures, in spite of intensive 
drug therapy. In instances in which drug therapy fails or in 
persons subject to recurrent infection in spite of effective drugs, 
tonsillectomy should be performed. 


SCARLET FEVER IMMUNIZATION 

To THE Epitor:—What is the consensus regarding immunization 
against scarlet fever in an institution housing infants and 
small children? A. Tarnawski, M.D., Dixon, Ill. 


ANSWER.—There is no reliable method for active immuniza- 
tion against streptococcic infections. Scarlet fever toxin used for 
immunization will prevent the rash of erythrogenic streptococci 
which are responsible for clinical scarlet fever. At present, the 
incidence of scarlet fever in this country is at a very low point, 
and immunization against it is not extensively employed. 
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